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rbe  revenites  of  a professional  office 
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fer — income  that’s  needed  to  pay 
overhead  expenses. 

\i)u  can  |)rotect  your  practice  with 


Overhead  Expense  Insurance.  While 
you’re  disabled,  it  pays  expenses  like 
office  rent,  employee  salaries,  util- 
ities, taxes,  and  insurance  premiums. 
You  select  the  level  of  coverage  that 
is  best  for  yotir  practice,  and,  as  a 
member  of  a sponsoring  organiza- 
tion, you  can  apply  for  coverage  that 
may  be  more  economical  than  an  in- 
dividual policy. 

For  more  information,  including 
costs,  and  what  is  and  isn’t  covered, 
contact: 
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Wendy  J.  Smith,  Editor 


';c;3  A.  COuMTWAY 


DISCUSSIONS  WITH  RI  BAR  ON  INTERPROFESSIONAL  CODE  CONTINUE 


A Y OF  MEDICINE 
GoSTON.  MA 

FEB22iyM 


It  was  reported  at  the  December  meeting  of  the  RIMS  Council  that  discussions  are  in 
progress  with  representatives  of  the  Rhode  Island  Bar  Association  on  a proposed 
revision  of  the  1976  interprofessional  code  between  physicians  and  attorneys. 

One  of  the  more  difficult  issues  faced  by  the  liaison  committee,  according  to  its 
current  chairman.  Dr  Paul  T.  Welch,  centers  around  the  release  of  medical  records 
and  the  appropriate  reimbursement  for  professional  services.  Many  trial  lawyers 
contend  that  physicians  refuse  to  respond  to  their  requests  for  medical  information 
and  in  some  cases  may  "hold  the  record  hostage"  in  return  for  payment.  Physicians, 
however,  frequently  must  respond  to  such  requests  years  after  the  treatment  has 
been  provided  for  patients  who  may  never  have  paid  their  bills. 

The  confusion  over  the  issue  is  further  compounded  by  the  fact  that  there  is  no 
universally  acceptable  definition  of  what  material  actually  constitutes  the  "medi- 
cal record."  In  other  actions  at  its  December  13  meeting,  the  Council: 

• received  a report  on  recommendations  from  the  Commission  on  the  Office  of 
the  State  Medical  Examiner.  It  has  proposed  that  the  Office  should  retain 
its  current  professional  autonomy,  but  that  responsibility  for  its  fiscal, 
legal,  and  administrative  activities  should  be  transferred  to  the  Depart- 
ment of  Health.  The  Society  has  long  been  on  record  as  supporting  this  posi- 
tion. Under  the  current  system,  the  Department  of  Health  must  finance  any 
deficits  incurred  by  the  Office  from  its  limited  discretionary  funds. 

• referred  to  a special  committee  a request  from  the  Kent  County  Medical 
Society  that  the  Society  investigate  the  "fairness"  of  procedures  utilized 
by  the  Board  of  Medical  Review. 

• noted  that  a record  number  of  750  subscribers  enrolled  in  Blue  Cross  & Blue 
Shield  programs  sponsored  by  the  Society  for  the  current  premium  year. 

• received  an  informational  report  on  Medical  Bureau,  Inc  which  ceased 
operations  in  early  November. 

• agreed  that  the  RIMS  president  should  be  seated  as  an  additional  "alternate 
delegate"  in  the  AMA  House  of  Delegates  as  permitted  by  AMA  policy. 

• received  an  informational  report  on  the  December  1983  meeting  of  the  AMA 
Section  Council  on  Hospital  Medical  Staffs  which  attracted  more  than  500 
participants.  The  section,  established  last  June  to  address  the  concerns 
of  hospital-affiliated  physicians,  has  stimulated  considerable  interest. 

• noted  that  Congress  narrowly  defeated  a bill  in  December  which  would 


have  required  physicians  to  accept  assignment  of  Medicare  benefits  as 
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COUNCIL  MEETING  (continued) 


"payment  in  full."  The  issue  is  expected  to  surface  again  shortly  after 
Congress  reconvenes  this  month. 

• congratulated  RIMS  President  Dr  Charles  P.  Shoemaker,  Jr.  on  the  success- 
ful November  30  Symposium  on  Legal,  Economic,  and  Social  Issues  (see  below). 

• adopted  a policy  statement  on  representation  of  the  Rhode  Island  Medical 
Society  to  the  General  Assembly  and  other  governmental  bodies. 

• noted  the  continuing  discussions  with  representatives  of  New  England  Bell 
Telephone  on  the  feasibility  of  a 911  emergency  number  system  in  Rhode 
Island.  The  state  is  one  of  the  few  jurisdictions  in  the  country  which 
does  not  have  a single-number  emergency  system. 

The  Council  also  adopted  a policy  statement  on  the  so-called  Carcieri  Commission. 
The  Committee  is  expected  to  seek  the  reintroduction  of  legislation,  narrowly  de- 
feated in  1983,  which  would  impose  a total  dollar  limitation  on  all  hospital 
capital  and  acquisition  projects,  based  on  a loosely-defined  concept  of  "afforda- 
bility." The  Council  expressed  the  view  that  any  position  taken  by  the  Society 
should  emphasize  that  such  arbitrary  restrictions  may  well  limit  patient  access 
to  necessary  medical  services  and  hinder  the  development  of  future  technological 
innovations . 


* * * 

TOWN/GOWN  RELATIONSHIP  AND  OTHER  DIFFICULT  ISSUES  ADDRESSED  AT  RIMS  CONFERENCE 

Although  more  than  20  percent  of  the  private  practicing  physicians  in  Rhode  Is- 
land serve  on  the  voluntary  faculty  of  the  Brown  University  Program  in  Medicine, 
the  town/gown  schism  will  increase  unless  "many  of  the  problems  and  proposed 
solutions  filter  through  to  the  doctor  on  the  street."  This  was  one  of  the 
opinions  expressed  at  a symposium  on  the  legal,  social,  and  economic  aspects  of 
medical  practice  held  November  30  at  the  Rhode  Island  Medical  Society. 

More  than  40  Rhode  Island  physicians,  identified  by  their  colleagues 
as  having  an  interest  in  socio-economic  issues,  attended  the  meeting. 
According  to  RIMS  President  Dr  Charles  P.  Shoemaker,  Jr. , one  of  the 
purposes  of  the  meeting  was  to  solicit  "fresh  approaches  to  old  prob- 
lems" from  physicians  who  have  not  been  active  in  the  Society.  It 
was  modeled  after  similar  programs  sponsored  by  the  American  College 
of  Surgeons  and  other  national  organizations. 

Dealing  with  the  Brown  program,  the  symposium  participants  attributed  many  of 
the  tensions  between  the  academic  and  practice  communities  to  increasing  eco- 
nomic pressures.  These  include  a heightened  competition  for  "the  limited  health 
care  dollar,"  the  direct  costs  and  indirect  expenditures  resulting  from  the 
Brown  program,  and  the  impact  of  training  some  250  medical  students  and  400 
residents  in  the  state. 

It  was  noted  that  many  of  the  voluntary  faculty  and  other  physicians  in  community 
hospitals  perceive  a climate  of  "mistrust  and  lack  of  communication."  While  no 
definitive  solutions  were  proposed,  the  Society's  leadership  was  encouraged  to 
pursue  a more  active  liaison  relationship  with  the  academic  community  at  Brown. 

Other  workshop  sessions  at  the  conference  dealt  with  such  diverse  issues  as 
a "physician  glut,"  the  malpractice  crisis,  the  impact  of  closed  medical  staffs. 
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costs  of  medical  care,  and  third-party  reimbursement  issues.  As  a result  of  these 
discussions,  it  was  noted  that: 


• While  some  subspecialists  may  still  be  needed  in  limited  areas  of  the  state, 
an  oversupply  in  most  specialties  exists  in  Rhode  Island.  This  has 
stimulated  pressures  toward  larger  group  practices,  the  hiring  of  more 
full-time  salaried  physicians,  and  "turf  battles"  between  physicians  and 
allied  health  providers.  Concern  also  was  expressed  that,  for  some  special- 
ists, a smaller  number  of  patients  per  physician  may  result  in  a deterioration 
of  the  physician's  skills. 

e The  impact  of  closed  hospital  medical  staffs  and  the  limitation  of  privileges 

may  well  become  an  economic  reality  for  many  newly- trained  physicians.  A 
workshop  assigned  to  this  problem  recommended  that  the  manpower  needs  of  each 
hospital  be  based  on  the  anticipated  patient  volume  and  service  requirements. 
Moreover,  the  criteria  for  staff  appointments  should  be  clearly  stated  with 
the  final  decision  made  by  a committee  and  subject  to  legal  review. 

• Many  proposals  to  remedy  insurance  and  reimbursement  inequities  would  be  im- 
practical to  implement  and  politically  unfeasible.  Concern  also  was  expressed 
about  proposed  legislation  which  would  require  mandatory  assignment  of  Medi- 
care benefits,  freeze  Medicare  reimbursement  for  physicians,  and  extend  the 
new  diagnosis-related  group  (DRG)  based  system  to  physician  services. 

9 Physicians  must  participate  in  business  coalitions  to  control  medical  care 
costs  if  these  efforts  are  to  succeed. 


9 While  the  availability  of  malpractice  insurance  no  longer  presents  as  crucial 
a problem  for  most  physicians  as  it  did  during  the  mid-1970s,  several  trends 
suggest  that  the  malpractice  crisis  is  getting  worse. 


Among  these  are  the  continued  high  costs  of  premiioms , the  growing  number  of 
claims  filed,  and  the  larger  awards  granted  to  claimants.  A panel  assigned 
to  the  problem  emphasized  that  a clear  distinction  must  be  made  between  mal- 
practice and  an  unexpected  event  resulting  from  good  medical  care.  It  also 
was  noted  that  the  Society  plans  to  sponsor  an  aggressive  legislative  program 
in  1984,  and  that  a future  issue  of  the  Rhode  Island  Medical  Journal  will  focus 
on  the  problem. 


* 


★ 


★ 


AMA  POLICY  ON  CONFIDENTIALITY  CLARIFIED 


The  confidentiality  of  the  physician/patient  relationship  must  be  maintained  to 
the  "greatest  degree  possible,"  according  to  a report  approved  last  month  by  the 
AMA  House  of  Delegates. 

Emphasizing  that  patients  must  feel  free  to  talk  openly  with  their  physicians,  the 
report  prohibits  the  release  of  confidential  information,  "unless  required  to  do 
so  by  law,"  without  the  specific  consent  of  the  patient. 

This  obligation,  the  report  notes,  is  subject  to  certain  exceptions  which  are  "le- 
gally and  ethically  justified  because  of  overriding  social  considerations."  If  a 
patient  threatens  to  harm  another  person,  the  physician  should  take  "reasonable 
precautions  to  protect  the  intended  victim,"  including  notification  of  law  enforce- 
ment authorities.  Moreover,  communicable  diseases  and  gunshot  and  knife  wounds 
should  be  reported  as  required  by  law  or  "local  practices." 
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GREENHOUSE  COMPACT  MAY  AFFECT  RHODE  ISLAND  PHYSICIANS 


The  Rhode  Island  Strategic  Development  Commission  (the  so-called  Murray  Commission) 
has  proposed  the  establishment  of  two  new  entities  which  may  ultimately  affect  the 
practices  of  Rhode  Island  physicians. 

The  recommendations  were  included  as  part  of  a complex  proposal,  known  as  the 
Greenhouse  Compact,  to  revitalize  the  state's  economy. 

A proposed  new  research  institute,  to  be  called  the  Universal  Health  Information 
Service,  represents  an  effort  to  capitalize  on  the  estimated  $30-50  million  spent 
on  the  laboratory  and  clinical  testing  necessary  for  each  new  drug  and  medical 
device.  The  new  institute,  which  would  be  based  on  "existing  institutional  capa- 
bilities at  Brown  University,  the  University  of  Rhode  Island,  and  in  the  state's 
hospitals,"  would  provide  a "full  range  of  services"  to  facilitate  the  development 
of  new  pharmaceuticals  and  medical  devices. 

Another  new  organization,  the  Institute  for  Geriatric  Enterprise,  also  would  be 
built  on  existing  institutional  bases.  It  would  be  responsible,  according  to  an 
"executive  summary"  published  by  the  Commission,  for  providing  "research  and 
development  consultations"  to  groups  and  businesses  interested  in  supplying  goods 
and  services  to  the  elderly.  The  Commission  report  notes  that  the  elderly  repre- 
sent a "rapidly-growing,  previously  untapped  market"  with  demonstrable  needs  for 
"health  care,  improved  institutional  care,  specially  trained  personnel,  and 
medical  and  consumer  products." 

Legislation  resulting  from  the  Greenhouse  recommendations  is  expected  to  be  the 
subject  of  intense  debate  during  the  1984  session  of  the  Rhode  Island  General 
Assembly.  The  Society's  Public  Laws  Committee  has  been  charged  with  monitoring 
those  bills  which  may  apply  to  physicians. 

*  *  * 5'C 


PERIPATETICS 

Society  members  in  the  news  include: 

• Joseph  Amaral,  MD,  Providence,  was  one  of  six  residents  and  fellows  at 

Rhode  Island  Hospital  to  receive  a Haffenreffer  Fellowship  for  1983-1984. 
The  fellowship  was  established  by  the  Haffenreffer  family  of  Rhode  Island 
in  1946  to  encourage  original  research.  Dr.  Amaral  is  a first-year  fellow 
in  the  Department  of  Surgery,  Surgical  Research. 

• Fvecently  designated  chairman  of  the  Cancer  Clinical  Investigation  Review 
Committee  of  the  National  Cancer  Institute  was  Louis  Leone,  MD,  Providence. 
Dr.  Leone  has  served  on  the  committee,  which  reviews  grant  applications  for 
cancer  cooperative  group  programs,  since  1980. 

• Georges  Peters,  MD,  Providence,  recently  was  elected  to  membership  in  the 
American  Pediatric  Society,  Inc.  The  organization  honors  those  persons 
who,  by  their  contributions  to  pediatrics,  have  aided  in  its  advancement. 

• Recipient  of  the  Distinguished  Alumni  Award  of  the  Chicago  Medical  School 
was  Arvin  S.  Gllckman,  MD,  Providence,  for  his  work  in  the  field  of  radia- 
tion cancer  therapy. 

* * * 

NOTE : The  "Practice  Management  Question  of  the  Month"  will  return  to  this 

space  in  the  February  1984  NEWSIETTER. 
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Continuing  Medicai  Education 


SEMI-ANNUAL  CALENDAR  OF  CONTINUING 
MEDICAL  EDUCATION  EVENTS 


NOTE:  Lectures  and  courses  are  listed  by  the  date,  sponsor,  topic,  speaker,  and 
telephone  number  for  additional  information.  Please  call  the  contact  number  for 
specific  information  about  the  program. 


JANUARY 

II 

I 

3 St.  Joseph  Hosp . , "The  Significance  of  Lymphoctyes  Subsets  in  Clinical  I 

Medicine,”  Salvatore  Allegra,  MD,  456-3000  ! 

j 

9 General  Hosp.  RIMC,  "Unusual  Clinical  and  Pathological  Aspects  of  Alz-  | 

heimer's  Disease,"  S.  Pogacar,  MD,  456-3493 

9 Fogarty  Memorial  Hosp.,  "Hypertension,"  Wilson  S.  Colucci,  MD,  769-2200 
ext  238 

10  Roger  Williams  General  Hosp.,  "Calcium  Channel  Blockers  in  Cardiovas- 
cular Disease,"  Joseph  Alpert,  MD,  456-2033 

12  RIH,  "Advances  in  Psoriasis  Therapy"  and  "Arachidonic  Acid  & Leuko- 
trienes  in  the  Pathophysiology  & Treatment  of  Common  Skin  Diseases," 

John  J.  Vorhees,  MD,  277-5507 

13  Kent  County  Memorial  Hosp.,  "CHF,"  Wilson  S.  Colucci,  MD,  737-7000 

16  Woonsocket  Hospital,  "LVD  and  Sudden  Cardiac  Death,"  Joseph  Alpert,  MD, 

767-3211 

16  RIH,  "CT  and  Ultrasound  of  the  Kidney:  New  Observations,"  and  "Gyne- 

cologic Ultrasonography,"  Arthur  T.  Rosenfield,  MD,  277-5138 

19  RIH,  "Inflammatory  Bowel  Disease  in  the  Pediatric  Patient,"  277-5721 

19  General  Hosp.  RIMC,  "Clinical  Neuropathological  Conference,"  Pasquale  F. 

Finelli,  MD;  S.  Pogacar,  MD,  464-3493 

20  Kent  County  Memorial  Hosp.,  "Peptic  Ulcer,"  Saul  Feldman,  MD,  737-7000 

20  Roger  Williams  General  Hosp.,  "LHRH:  The  Ups  and  Downs  of  Puberty," 

William  Crowley,  Jr.,  MD,  456-2350 

23  General  Hosp.  RIMC,  "Health  Economics  and  the  Elderly,"  Jaana-Marja 
Muurineu,  PhD,  464-3493 

26  General  Hosp.  RIMC,  "Epidemiology  of  Work-Related  Disease,"  Stanley 
Aronson,  MD,  464-3493 

27  Kent  County  Memorial  Hosp.,  "New  Pathogens  and  New  Pneumonias," 

Deiter  Gump,  MD,  737-7000 
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CME  CALENDAR  (continued) 


FEBRUARY 

6 General  Hosp.  RIMC,  "Drug  Interaction  Survey  Among  Elderly  Hospital 
Population,"  Norma  J.  Owens,  PhD,  464-3493 

7 St.  Joseph  Hosp.,  "Herpes  Update,"  David  Lowe,  MD,  456-3005/945-6610 

9 General  Hosp.  RIMC,  "Epidemiology  of  Venereal  Disease,"  Stanley  Aronson, 
MD,  464-3493 

9 RIH,  "Psychocutaneous  Dermatologic  Disorders,"  and  "Bacterial,  Fungal  & 
Viral  Infections  in  Immunosuppressed  Patients,"  Sigfrld  A.  Muller,  MD, 
277-5507 

10  Kent  County  Memorial  Hosp.,  "Allergy,"  John  M.  O'Loughlin,  MD,  737-7000 

14  General  Hosp.  RIMC,  "Psychogeriatric  Case  Presentation,"  Jorge  Scott,  MD; 
Jack  Mioni,  MD,  464-3493 

15  Miriam  Hospital,  "The  Simeone  Oration  on  History  and  Medicine,"  Guido 
Majno,  MD,  456-2350 

16  General  Hosp.  RIMC,  "Clinical  Pathological  Conference,"  464-3493 

17  Roger  Williams  General  Hosp.,  "Prenatal  Cardiac  Diagnosis,"  Charles  S. 
Leinman,  MD,  456-2350 

23  General  Hospital  RIMC,  "Epidemiology  and  Biology  of  Hepatitis  A&B," 
Stanley  Aronson,  MD,  464-3493 

27  RIH,  "Digital  Subtraction  Angiography:  Current  Applications,"  Donald  F. 

Denny,  MD,  277-5183 

29  Memorial  Hospital,  "Kenney  Day  and  Luncheon,"  Program  to  be  announced, 

722-6000  ext  2142 


I 


MARCH 


2 

8 

8 

12 

13 

16 

19 


Kent  County  Memorial  Hosp.,  "Calcium  Channel  Blockers,"  Kenneth  Salz- 
sieder,  MD,  737-7000 

RIH,  "Prognostic  Factors  in  Clinical  State  I Melanoma,"  and  "Precursor 
Lesions  in  Melanoma,"  Arthur  J.  Sober,  MD,  277-5507 

General  Hosp.  RIMC,  "Epidemiology  of  Motor  Vehicle  Mortality  in  the 
State  of  Rhode  Island,"  Stanley  Aronson,  MD,  464-3493 

Fogarty  Memorial  Hosp.,  "Agoraphobia,"  Paul  Alexander,  MD,  769-2200 

General  Hosp.  RIMC,  "Psychogeriatric  Case  Presentation,"  W.  Japlit,  MD; 
Hugo  Taussig,  MD,  464-3493 

Roger  Williams  General  Hosp.,  "Shunt  and  Shunt  Infections,"  John  Shillito 
Jr.,  MD,  456-2350 

General  Hosp.  RIMC,  "Alzheimer's  Disease  and  Its  Mimics,"  Richard  L. 
Wagner,  MD,  464-3493 
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MARCH 

19  Woonsocket  Hosp.,  "An  Update  on  Ace  Inhibition  on  Hypertension  and  Heart 
Failure,"  Mark  Creager,  MD,  767-3211,  ext.  2311 

19  RIH,  "Generalized  Orthopedic  Diseases  of  Childhood,"  M.B.  Ozonoff,  MD, 
277-5183 

21  RIH,  "Psychiatry  and  Dissent:  The  Soviet  Experience  & Its  Implications," 

Walter  Reich,  MD,  277-5488 

22  Miriam  Hosp.,  "The  Kiven  Oration,"  Guido  Majno,  MD,  274-3700,  ext  4810 

22  General  Hosp.  RIMC,  "Epidemiology  of  Measles,"  Stanley  Aronson,  MD,  464-3493 

23  Kent  County  Memorial  Hospital,  "Hypertension  Management  in  the  1980s," 

Mark  Wineberg,  MD,  737-7000 

28  General  Hosp.  RIMC,  "Clinical  Neuropathological  Conference,"  Thomas  D. 

Sabin,  MD;  S.  Pogacar,  MD,  464-3493 

APRIL 

2 General  Hospital  RIMC,  "Pulmonary  Thromboembolism  in  the  Chronically 
111,"  Jean  K.  Ashba,  MD,  464-3493 

3 St.  Joseph  Hosp.,  "Clinical  Application  of  Laser  in  Head  & Neck  Surgery," 
Anthony  Barone,  MD,  456-3005/942-6610 

5 General  Hosp.  RIMC,  "Epidemiology  of  Nervous  System  Infections,"  Stanley 
Aronson,  MD,  464-3493 

9 Fogarty  Memorial  Hosp.,  "Diabetes  and  New  Human  Insulins,"  Edward  0. 

Reiter,  MD,  769-2200  ext  238 

10  General  Hosp.  RIMC,  "Psychogeriatric  Case  Presentation,"  E.  Dimen,  MD; 

Ando  Suvari,  MD,  464-3493 

12  RIH,  "Argon  Laser  Therapy  of  Port  Wine  Stains  & Other  Vascular  Lesions," 

and  "Control  of  Keratinocyte  Proliferation:  An  In  Vitro  Perspective," 

Barbara  A.  Gilchrest,  MD,  277-5507 

13  Roger  Williams  General  Hosp.,  "Management  of  Pharnygitis  in  the  Era  of 
Decline  of  Rheumatic  Fever,"  Milton  Markowitz,  MD,  456-2350 

19  General  Hosp.  RIMC,  "Clinical  Pathological  Conference,"  464-3493 

24  RIH,  "CT  of  Sciatia,"  Victor  M.  Haughton,  MD,  277-5183 

25  RIH,  "Joint  Meeting  of  RI  Radiologic  Society  & Department  of  Neurosurgery," 
and  "CT  of  the  Intervetebral  Disc,"  277-5183 

MAY 

1 St.  Joseph  Hosp.,  "Senile  Dementia  & Alzheimer's  Disease,"  John  Rowe,  MD, 
456-3005/942-6610 

10  RIH,  "Topic  to  be  announced,"  Roy  Steele  Rogers,  III,  MD,  277-5507 

14  Fogarty  Memorial  Hosp.,  "Gay  Bowel  Syndrome,"  J.  Kheradi,  MD,  769-2200 
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MAY 

15  General  Hosp.  RIMC,  "Psychoger iatric  Case  Presentation,”  R,  Mate,  MD; 

Jack  Mioni,  MD,  464-3493 

16  Miriam  Hosp.,  "The  Lichtman  Oration,”  Thomas  Almy,  MD,  274-3700,  ext.  4810 

17  RIH,  "Skin  Cancer,”  277-5721 

21  RIH,  "Radiology  of  the  Spine,”  and  "Disorders  Affecting  the  Hands,” 

Harold  G.  Jacobson,  MD,  277-5183 

24  General  Hosp.  RIMC,  "Clinical  Neuropathological  Conference,”  Thomas  F. 
Morgan,  MD,  464-3493 

25  Roger  Williams  General  Hosp.,  "Virus  Infections  of  the  CNS,”  Samuel  L. 
Katz,  MD,  456-2350 

JUNE 

5 St.  Joseph  Hosp.,  "Differential  Diagnosis  of  Upper  Abdominal  Pain," 

Erminio  Cardi,  MD,  456-3005/942-6610 

12  General  Hosp.  RIMC,  "Psychogeriatric  Case  Presentation,"  A.  Andronic,  MD; 
Hugo  Taussig,  MD,  464-3493 

14  RIH,  "Cutaneous  T-Cell  Lymphoma,"  Loren  E.  Gorlitz,  MD,  277-5507 

21  General  Hosp.  RIMC,  "Clinical  Pathological  Conference,"  464-3493 


CONTINUING  ACTIVITIES 

Brown  Univ.  Program  in  Medicine  & Roger  Williams  General  Hosp.:  Every  Friday, 
"Rheumatology  Grand  Rounds,"  call  456-2069  for  information. 

Brown  Univ.  Program  in  Medicine  & Butler  Hospital:  Third  Thursday  of  the  month, 
September  through  May,  "Academic  Grand  Rounds  in  Psychiatry;"  third  Monday, 
"Neuroscience  Seminars,"  VA  Medical  Center;  first  Thursday,  "Chairman's  Case 
Conference,"  call  Butler  Hospital  at  456-3700  for  additional  information. 

Pawtucket  Memorial  Hospital:  Every  Monday  and  Tuesday,  "Medicine/Family  Medi- 

cine Core  Curriculum;"  every  Tuesday,  "Cardiology  Conference;"  every  Wednesday, 
"Hematology/Oncology  Conference,"  "Medical  Grand  Rounds,"  "Pathology  Conference," 
first  and  third  Wednesday,  "Tumor  Board  Conference;"  second  and  fourth  Wednesday, 
"Pulmonary  Case  Review;"  every  Thursday,  "OB/CYN  Conference,"  Family  Practice 
Grand  Rounds,"  "Orthopedic  Conference,"  and  "Surgical  Grand  Rounds,"  call  722-6000 
ext.  2142  for  specific  information  about  topics  and  speakers. 

Roger  Williams  General  Hospital:  Fourth  Thursday,  Department  of  Pathology  and 

Laboratory  Medicine,  "Clinicopathological  Conference,"  call  456-2166  for  addi- 
tional information. 

Institute  of  Mental  Health:  Every  Friday,  "Community  Ward  Seminar,"  call 

464-2416  for  additional  information. 
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ADAMS, 

REHABILITATION 

CENTER 

DeCAPORALE 

through  rehabilitation, 

the  restoration  of  human  potential 

& CANNON 

We  are  pleased  to  announce  the  addition  of 

ATTORNEYS  AT  LAW 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

General  Law  Practice 

★ education  ★ psychology  ★ social  services 

Medical  Collections 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

144  Waterman  Street 
Providence,  Rhode  Island 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 

401/421-1364 

Dx:  recurrent  herpes  labialis 


r .\>'  '■ 


“Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 


"In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk- high  benefit.”  Derm.,  Miami 

“Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  Information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-N,  FDR,  NY,  NY  10150 


In  Rhode  Island,  Herpecin-L  ' Cold  Sore  Lip  Balm  is 
available  at  ail  CVS  Pharmacies  and  other  select  pharmacies. 


doo 


tf® 
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vcmP^ 


ciioe 


Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  con  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  ore  handy,  tear-off  drug 
information  sheets  that  ore  meant  to  supplement  your 
verbal  instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 


lessly  alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  information 
has  been  shown  to  be  the  most  effective. 


Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


PMIs help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  mail  it  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P.O.  Box  8052 

Rolling  Meadows,  IL  60008 
(Pleose  print) 

Name 

Address 

City 

State/Zip 

Number 

of  pads  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  Alkaloids  and 

Barbiturates 

012  Benzodiazepines 

004  Beta -Blockers 

009  Cephalosporins— Oral 

032  Chloramphenicol— Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin — Oral 

016  Corticosteroids— Oral 

006  Coumarin-Type  Anticoagulants 


005 

034 

010 

Digitalis  Medicines 
Ergot  Derivatives 
Erythromycin 

039  Verapamil 

028  Xanthine  Derivatives — Oral 

NEW  PMIs  now  available! 

026 

001 

Ethosuximide 

Furosemide 

. 049  Acetaminophen 
. 050  Amiloride  and  with  Thiazide 

024 

Guanethidine 

. 043  Antihistamines 

022 

023 

Haloperidol 

Hydralazine 

. 047  Aspirin 

. 044  Bronchodilator  Aerosols 

035 

Indomethacin 

. 054  Clonidine 

015 

Insulin 

. 048  Codeine 

038 

033 

Iron  Supplements 
Levodopa/Carbidopa  and 

. 056  Diphenoxylate  with  Atropine 
. 057  Isotretinoin 

021 

014 

Levodopa 

Lithium 

Methyidopa 

. 059  Methotrexate  (for  psoriasis) 
. 055  Methysergide 
. 045  Pentazocine — Oral 

030 

Metronidazole 

. 041  Phenothiazines 

040 

013 

Nifedipine 

Nitroglycerin 

. 058  Potassium  Supplements 
. 052  Prazosin 

oil 

Sublingual  Tablets 
Nonsteroidal 

. 046  Propoxyphene  and  with  Aspirin 
or  Acetaminophen 

007 

Anti-Inflammatory  Drugs 
Oral  Antidiabetes  Medicines 

053  Spironolactone  and  with  Thiazide 
. 060  Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

. 051  Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

. 042  Tricyclic  Antidepressants 

019 

Oxyphenbutazone 

Phenytoin 

Total  number  of  pads  (5  pad  minimum, 
50  PMIs  per  pad) 

037 

020 

Quinidine/Procainamide 

Sulfonamides 

$ 1.00 

$ 

$ 

Per  pad 

008 

Tetracyclines 

Subtotal 

002 

Thiazide  Diuretics 

Residents  of  IL  and  NY  must 

029 

Thyroid  Replacement 

add  appropriate  sale  tax  to  subtotal 

025 

Valproic  Acid 

$ 

Total  payment  (check  enclosed) 

Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ’by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulator^’ 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulator^’  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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The  changing  of 
the  card. 


There’s  a new  card  in  town.  And  it’s  creating  a healthy  change  in 
the  way  people  approach  health  care. 

It’s  called  MASTER  HEALTH. 

MASTER  HEALTH  pro\ides  all  the  ser\ices  you  get  under 
traditional  health  insurance,  plus  covers  the  cost  of  preventive 
care.  Tilings  like  routine  physical  examinations,  eye  and  car 
exams,  well-baby  care,  immunizations  and  much,  much  more. 
Tilings  that  keep  you  healthy,  not  hospitalized. 

Effective  Januar\’  1,  1984,  Master  Health  will  be  available  to 
Participating  Physicians  and  their  Office  Personnel  at  the  follow- 
ing monthly  rates: 


Single:  S61.29 

Eamily:  $147.05 


Master 

Health 

It  pays  to  keep  you  healthy. 


EDITORIAL 


A New  Look  at  the  Fiscal  Impact  of 
the  Malpractice  Crisis 


The  total  bill  for  the  malpractice  premiums  of  the 
nation’s  physicians,  their  skilled  employees,  and 
hospitals  will  reach  an  estimated  $3.5  billion  for 
the  year  1983.  I bis  figure  includes  a projected 
premium  cost  of  $ 1 .645  billion  to  $ 1 .75  billion  for 
physician  coverage  alone.  Hospitals  thoughout 
the  country  will  j^ay  an  equivalent  amount  for 
their  liability  insurance,  and  physicians  will  cover 
an  additional  $2-3  million  in  premiums  to  protect 
their  skilled  paramedical  employees  against  legal 
action. 

Not  included  in  the  tabulation  is  the  estimated 
$15.1  billion  price  tag  for  “defensive  medicine” 
and  other  indirect  costs  associated  with  profes- 
sional liability.  This  has  been  defined  by  one 
study  commission  as  “the  alteration  of  modes  of 
medical  practice,  inducetl  by  the  threat  of  liabil- 
ity, to  forestall  the  possibility  of  lawsuits  by  pa- 
tients and  to  provide  a good  legal  def  ense  if  such 
lawsuits  are  initiated.”  According  to  one  AMA 
survey,  more  than  40  per  cent  of  physicians  in 
1981  ordered  additional  diagnostic  tests  and  27 
per  cent  performed  therapeutic  procedures  sole- 
ly to  protect  themselves  against  potential  claims. 
It  has  been  estimated  tliat  such  procedures 
accounted  for  five  per  cent  of  the  total  1982 
health  care  exjtenditure  of  $322  billion. 

fhese  figures,  rejjorted  last  month  at  the  AM.V 
Interim  Meeting,  represent  the  first  attempt  to 
measure  the  total  financial  impact  of  the  malprac- 
tice crisis  on  the  nation’s  health  care  bill.  Previous 
estimates  have  addressed  only  such  out-of-j)ocket 
exj)enditures  as  j)iemium  payments  and  legal  ex- 
penses. Kven  these  costs  remain  dif  ficult  to  calcu- 
late as  there  is  no  national  clearinghouse  of  in- 
formation on  the  total  premiums  paid  by  jthysi- 
cians  and  hospitals  lot  jtrof essional  liability 
coverage,  for  the  first  time,  the  .\M.\  committee 
responsible  for  the  j^roject  also  estimated  the  dol- 
lar value  of  the  indirect  costs  related  to  the  pro- 
fessional liability  situation.  Among  these  were  the 
im|)act  of  the  early  retirement  of  physic  ians  as  the 
result  of  litigation,  the  loss  of  j)i  ofessional  income 
for  time  spent  on  depositions  and  in  trial  j)ro- 
ceeclings,  and  the  pi oductivity  costs  of  physician 
dysfunction  once  a claim  has  been  filed. 


Discussing  trends  and  factors,  the  AMA  Com- 
mittee on  Professional  Liability  concluded  that  no 
segment  of  litigation  has  enjc^yed  a more  rapid 
growth  during  the  j^ast  15  years  than  claims  re- 
lated tcj  medical  care.  It  has  resulted  in  a new  legal 
specialty  with  its  own  training  programs,  post- 
graduate courses,  prc^fessional  journals,  and  the 
other  trappings  of  specialization.  The  AMA  com- 
mittee also  reported  on  the  increasing  number  of 
physicians  whcj  serve  as  expert  witnesses.  An  esti- 
mated 3,000  physicians  derive  a substantial  por- 
tion of  their  professional  inccjine  from  such  activ- 
ities, preempting  calls  for  the  formal  training  of 
physicians  as  expert  witnesses  in  medical  school. 

Recent  trends  suggest  a worsening  cef  the  pro- 
fessional liability  situation  in  Rhode  Island.  It  has 
been  estimated  that  malpractice  claims  currently 
are  pending  against  one  of  every  three  physicians 
in  the  state.  According  to  the  Medical  Malpractice 
Joint  Underwriting  Association  (JL’A),  1,748 
physicians  paid  a total  of  $6,945,774  in  premiums 
in  1982,  the  last  year  for  which  figures  are  avail- 
able. I'hirteen  hospitals  paid  a total  of  $ 1 ,804,684 
in  premiums  to  the  JL’A  last  year. 

Because  of  the  direct  costs  of  the  professional 
liability  crisis  to  its  members  and  the  indirect  im- 
pact on  the  state’s  economy,  the  Rhode  Island 
Medical  Society  has  focused  considerable  atten- 
tion on  the  issue.  Many  of  the  legislative  reforms 
obtained  in  1975  and  1976,  including  arbitration 
panels,  restrictions  on  the  statute  of  limitations, 
and  so  forth,  have  been  judged  unconstitutional 
by  the  courts.  L’nder  the  leadershij)  of  President- 
Elect  Doctor  Paul  ).  M.  Healey,  the  Committee  on 
Professional  Liability  has  outlined  a jjrogram  to 
seek  legislative  relief  on  such  difficult  problems 
as  collateral  source  j)ayments  and  awards  f or  pain 
and  suffering.  Malpractice  was  the  focus  of  in- 
tense discussion  at  a recent  symposium  on  social 
economic,  and  legislative  pioblems  sj)onsored  bv 
the  Society.  future  issue  of  this  Jourtuil  will  be 
devoted  to  an  analysis  of  the  maljiiactice  crisis 
from  the  perspecti\es  of  the  legislati\e,  judicial, 
and  legal  systems. 

Wendv  J.  Smith 
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Notes  of  a Convention  Watcher  — 
Part  II* 


The  American  Medical  Association  House  of  Del- 
egates held  its  interim  session  December  4-7  in 
Los  Angeles.  The  AM  A House  meets  twice  a year, 
generally  in  late  June  and  early  Decembei . The 
Rhode  Island  Medical  Society  again  was  well  rep- 
resented by  Doctors  John  J.  Cunningham,  Dele- 
gate, and  Herbert  F.  Hager,  Alternate.  Members 
of  the  “unofficial”  delegation  included  Doctors 
Paul  J.  M.  Healey,  Peter  L.  Mathieu,  Jr.,  Norman 
A.  Baxter,  and  myself  . 

One  of  the  most  controversial  issues  to  surf  ace 
dealt  with  third-party  reimbursement  for  physi- 
cian services.  On  the  eve  of  the  meeting,  a bill 
which  would  have  required  physicians  to  accept 
assignment  of  Medicare  benef  its  was  defeated  by 
four  votes  in  the  US  House  of  Representatives, 
primarily  as  the  result  of  intense  AMA  lobbying. 
It  is  likely  that  the  mandatory  assignment  issue 
will  emerge  again  shortly  after  Congress  recon- 
venes, and  another  tough  battle  to  maintain  the 
status  quo  is  expected. 

A related  issue,  indemnification  versus  “usual, 
customary,  or  reasonable”  (UCR),  also  attracted 
considerable  attention  at  the  meeting.  An  AMA 
committee  had  recommended  last  June  that  the 
organization  consider  withdrawing  its  support  of 
the  UCR  apjjroach  to  physician  reimbursement 
and  instead  endcji  se  indemnification  as  the  pre- 
ferred method  of  payment.  RIMS  members  who 
attended  an  open  meeting  on  the  issue  last 
November  raised  serious  doubt  about  whether 
indemnification  would  work  in  Rhode  Island. 
Essentially,  it  would  permit  physicians  to  bill  pa- 
tients for  the  difference  between  the  insurance 
payment  and  their  professional  charges.  Many 
RIMS  members  voiced  concerns  that  patient  ac- 
cess to  necessary  medical  services  would  be  re- 
stricted solely  for  financial  reasons.  The  indemni- 
fication issue  also  was  hotly  debated  on  the  floor 
of  the  AMA  House.  Fhe  delegates  reaffirmed 
their  position  that,  while  fees  should  be  deter- 
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1983. 


Charles  P.  Shoemaker,  Jr.,  MD 


mined  by  physicians,  we  must  remain  sensitive  to 
the  financial  resources  of  our  patients.  As  the 
debate  continued,  it  become  evident  that  AMA 
members  are  involved  in  widely-varying  types  of 
contractual  relationships,  and  it  appears  doubtful 
that  we  will  see  a widespread  move  to  indemni- 
fication. 

Two  other  controversial  issues  before  the  AMA 
House  were  the  insanity  defense  and  proposed 
revisions  by  the  Joint  Commission  on  the  Accred- 
itation of  Hospitals  (JCAH)  regarding  hospital 
medical  staffs.  The  AMA’s  opposition  to  the  plea 
“not  guilty  by  reason  of  insanity”  attracted 
national  television  coverage  and  drew  the  opposi- 
tion of  the  American  Psychiatric  Association  and 
the  American  Bar  Association.  At  the  very  least, 
the  AMA’s  position  should  stimulate  extensive 
discussion.  It  may  well  result  in  some  legislative 
initiatives  to  eliminate  the  insanity  defetise. 

Dealing  with  the  proposed  JCAH  revisions,  the 
AMA  House  adopted  the  following  statement: 
“That  it  be  the  policy  of  the  AMA  that  hospital 
admitting  privileges  be  granted  in  accordance 
with  state  law  and  in  accordance  with  the  criteria 
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for  medical  care  standards  established  by  the  in- 
dividual medical  staff.”  This  statement  culmi- 
nates a three-year  long  struggle  between  repre- 
sentatives of  the  American  College  of  Surgeons, 
other  specialty  organizations,  and  the  AM  A lead- 
ership. The  College  sought  language  which 
would  reaffirm  the  existing  JCAH  position  that 
all  hospital  patient  care  should  be  under  the 
direct  responsibility  of  fully-licensed  physicians 
or  osteopaths.  Because  this  restriction  has  been 
the  target  of  antitrust  litigation,  the  AMA  main- 
tained that  it  should  be  eliminated  from  the  re- 
vised JCAH  standards.  The  compromise  lan- 
guage recognizes  that,  because  podiatrists  and 
other  limited-license  practitioners  have  hospital 
admitting  privileges  in  21  states,  the  JCAH  stan- 
dards cannot  be  used  to  exclude  them  from  pa- 
tient care  activities.  The  medical  staff,  however, 
retains  the  sole  responsibility  for  establishing  pa- 
tient care  standards  and  the  degree  of  supervi- 
sion necessary  for  allied  health  personnel.  While 
the  new  language  satisfies  concerns  about  ade- 
quate supervision  of  non-physicians,  it  does  not 
address  the  problem  that  supervising  physicians 
may  as  a result  suffer  from  increased  exposure  to 
professional  liability. 

Other  hospital-related  issues  discussed  at  the 
AMA  House  meeting  were  diagnosis-related 
group  (DRG)  based  reimbursement,  legal  ser- 
vices for  medical  staffs,  and  closed  medical  staffs. 
The  House  directed  the  AMA  to  investigate 
problems  which  apparently  have  resulted  from 
DRGs.  Some  hospitals  reportedly  are  jDlanning 
not  to  renew  clinical  privileges  for  physicians  who 
prove  to  be  “unprofitable”  under  the  DRG  sys- 
tem. It  is  a further  concern  that  hospitals  may  well 
attempt  to  control  physician  reimbursement  if 
these  payments  are  also  linked  to  a DRG-type 
mechanism. 

The  House  also  reaffirmed  the  concept  that 
medical  staff  s should  retain  their  own  legal  coun- 
sel, independent  of  any  legal  services  provided  by 
the  hospital  administration.  Ihe  problem  of 
closed  medical  staffs  generated  several  resolu- 
tions from  the  medical  student  and  resident  busi- 
ness sections,  as  these  two  groups  are  especially 
worried  about  the  availability  of  hosjjital  j)riv- 
ileges  for  newly-trained  physicians. 

Because  of  the  diversity  and  occasional  oj)|)os- 
ing  interests  of  individual  A.MA  members,  it  is 
really  (juite  remarkable  that  the  AMA  delegates 
can  reach  a consensus  on  many  thorny  problems. 
Some  of  these  deliberations  may  seem  remote 
from  our  daily  professional  activities,  but  they 
ff)rm  the  basis  for  such  lobbying  efforts  as  the 


AMA’s  opposition  to  mandatory  assignment. 
While  some  83  per  cent  of  all  Medicare  claims  in 
Rhode  Island  last  year  were  paid  on  an  assign- 
ment basis,  the  option  to  reject  it  as  “payment  in 
full”  keeps  the  pressure  on  Congress  to  maintain 
Medicare  fees  at  a reasonable  level.  If  the  AMA 
position  on  Medicare  continues  to  prevail,  those 
of  us  who  treat  Medicare  patients  will  be  indebted 
to  the  AMA  many  times  over  the  cost  of  our  dues. 

Physician  Manpower  in  Rhode  Island 

The  recent  decision  by  the  Brown  University 
Program  in  Medicine  to  create  40  new  full-time 
positions  sent  shock  waves  through  the  entire 
medical  community.  Concerns  and  anxieties  sur- 
faced immediately  from  two  groups  specially 
affected  by  the  plans.  One  group,  the  many  new- 
ly-trained physicians,  are  already  struggling  to 
survive  in  the  face  of  the  “doctor  glut.”  The  other 
group  consists  of  third-party  payers,  who  esti- 
mate that  the  cost  of  funding  salaries,  benefits, 
and  support  staff  for  each  new  position  will  reach 
at  least  $300,000.  This  will  result  in  an  additional 
expense  of  some  $12  million  for  the  state’s 
strained  economy. 

Is  this  a problem?  If  so,  should  the  Rhode  Is- 
land Medical  Society  address  it?  The  second  ques- 
tion is  more  easily  answered.  In  response  to  a 
proposal  several  years  ago  to  the  Statewide 
Health  Coordinating  Council  (SHCC)  that  the 
Rhode  Island  Department  of  Health  require  the 
geographic  and  specialty  distribution  of  physi- 
cians within  the  state,  the  Society  volunteered  to 
assume  responsibility  for  defining  manpower 
needs.  The  SHCC  proposal  was  never  approved. 
While  the  Society  did  initiate  a manpower  study, 
this  activity  sputtered  and  remains  to  be  com- 
pleted. In  response  to  recent  events,  however,  it 
has  become  increasingly  evident  that  it  must  be 
finished,  fhe  recent  accjuisition  of  an  in-house 
comjiuter  should  help  considerably.  As  for  defin- 
ing the  problem,  while  the  planned  Brown  ex- 
pansion and  perceived  “doctor  glut”  would 
strongly  suggest  the  presence  of  “too  many  physi- 
cians,” such  an  oversupply  must  be  carefully 
documented  if  our  conclusions  are  to  be  credible. 

We  have  been  assured  that  Brown  Unixersity 
and  the  alTiliated  hosj)itals  have  evaluated  their 
own  manj)ower  recjuirements  thoroughly. 
Among  the  issues  studied  by  the  University  were 
the  existing  lack  of  some  specialties  and  subsjje- 
cialties  in  the  state,  the  need  for  educational  im- 
provements,  and  the  income  needs  of  the  Uni- 
versity and  hospitals.  I hese  certainly  are  legiti- 
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mate  concerns.  However,  coininunity-basecl 
phvsicians,  the  non-affiliated  hospitals,  and  the 
public  may  well  have  other  considerations. 
Moreover,  because  of  the  impact  of  the  exjjan- 
sion  on  the  costs  of  medical  care,  third-party 
payers  certainly  must  participate  in  these  deci- 
sions. 

Another  issue  which  compounds  the  “man- 
power problem”  is  the  fact  that  we  function  in  a 
voluntary  environment,  dhe  AMA  has  long 
advocated  free  choice  and  the  continuation  of  a 
marketplace  economy,  and,  until  recently,  plans 
by  hospitals  to  expand  their  facilities  remained 
unfettered  by  external  restraints.  Since  these  de- 
cisions, however,  affect  the  state’s  economy  as  a 
whole,  it  seems  reasonable  to  conclude  that  some 
form  of  regulation  will  emerge.  This  may  be  in  the 
form  of  a regulatory  body  or  a voluntary  board 
whose  decisions  woidd  be  advisory  and  non- 
binding. 

We  stronglv  believe  that  the  latter  approach  is 
preferable,  especially  for  decisions  affecting 
physician  manpower.  The  key  players  in  such 
activities  obviouslv  are  the  medical  schools,  hos- 
pitals, practicing  physicians,  and  Blue  Ciross 
Blue  Shield,  and  all  must  participate  on  an  equal 
basis.  Without  cooperation,  the  pressures  for 
mandatorv  controls  will  continue  to  mount,  to  the 


detriment  of  the  interests  of  everyone.  If  the  sup- 
ply of  physicians  continues  to  expand,  we  can 
predict  further  government  intrusion  into  the 
practice  of  medicine. 

As  the  first  step  in  the  process,  we  have  asked 
Doctors  Pierre  (ialletti  and  David  Cheer  of  the 
Brown  program  to  convene  a meeting  of  the 
RI MS/Brown  Liaison  Ciommittee.  One  of  their 
agenda  items  will  be  consideration  of  the  estab- 
lishment of  a voluntarv  adxisorv  committee 
which  might  include  two  phvsicians  ajjpointed  by 
the  Society,  two  j^hysicians  aj^pointed  by  the 
Brown  Universitv  Program  in  Medicine,  and  rep- 
resentatives from  the  Rhode  Island  Department 
of  Health,  Blue  Cross  Blue  Shield  of  Rhode 
Island,  and  the  Hosjjital  Association  of  Rhode 
Island.  I'he  committee,  whose  opinions  would  be 
advisory  and  nonbinding,  could  be  charged  with 
evaluating  manj)ower  needs,  the  size  of  the 
Brown  Universitv  Progiam  in  Medicine,  and  the 
number  of  residency  positions,  and  making 
ajjpropriate  recommendations. 

It  must  be  emphasized  that  these  recommenda- 
tions would  be  advisory  and  would  not  be  binding 
on  any  of  the  participants.  Rather,  the  process  of 
reaching  them  would  expand  the  participation 
base,  so  that  the  impact  of  such  expansions  on  all 
of  us  may  be  appropriately  evaluated. 
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The  Doctor  John  E.  Donley  Rehabilitation 
Center:  A Community  Resource 

Rhode  Island  Physicians  Should  Utilize  These  Facilities 


for  the  Benefit  of  Their  Patients 

Henry  M.  Litchman,  MD 
Stanley  D.  Simon,  MD 


The  Doctor  John  E.  Donley  Rehal)ilitation  Cen- 
ter, lornierly  the  Rhode  Island  Curative  Center, 
was  established  in  1943  by  the  General  Assembly 
of  Rhode  Island  to  provide  “all  possible  modern 
curative  treatment  and  methods”  to  injured 
workers  covered  by  the  Worker’s  (;ompensati(jn 
Law.  It  became  the  first  state-operated  rehabil- 
itation facility  in  the  country.  In  1961,  the  center 
was  renamed  to  honor  the  memorv  of  its  first 
medical  director,  who  had  long  advocated  the 
establishment  of  a statewide  treatment  jjrogram. 
Among  his  many  other  professional  acca^mplish- 
ments.  Doctor  Donley  served  as  ])iesident  of  the 
Providence  Medical  Association  and  the  Rhode 
Island  Medical  Society  and  as  Editor  of  the  Rhode 
Island  Medical  Journal. 

The  Center  is  financed  through  a special  rev- 
enue fund.  Ehe  j^rincipal  source  of  income  con- 
sists of  annual  mandatorv  contributions  })aid  bv 
all  insurance  companies  which  underwrite  work- 
er’s compensation  and  emjjloyers’  liability  co\er- 


Ilenn  M.  Litchman,  Ml),  is  in  the  private  practice  of 
orthopedic  surgery.  Providence,  Rhode  Island;  Senior 
Orthopedic  Physician,  the  Donley  Rehabilitation 
Center;  Director,  Orthopedic  Surgeiy,  Lhe  Miriam 
Hospital;  Senior  Orthopedic  Surgeon,  Rhode  Island 
Hospital;  and  Clinical  Professor  of  Orthopedics,  li  t own 
i’niversity  Program  in  Medicine. 

Stanley  I).  Simon,  MD,  is  in  the  private  practice  of 
orthopedic  surgeiy.  Providence,  Rhode  Island;  f ormerly 
Director,  Orthopedic  Surgery , The  Miriam  Hospital,  he 
is  Clinical  Associate  Professor  of  Orthopedics,  liroivn 
Cnn’ersity  Program  in  Medicine.  Doctor  Simon  has 
.served  as  Medical  Director  of  the  Donley  Rehalnlitation 
Center  since  1976. 


age  in  Rhode  Island.  Employers  who  self-insure 
against  these  risks  also  must  contribute  to  the 
fund.  Other  Center  revenue  is  derived  from  in- 
vestment income  and  nominal  treatment  fees. 

The  Center,  located  at  249  Blackstone  Avenue 
in  Provitlence,  recently  completed  a 1.7  million 
dollar  construction  and  expansion  program  to 
offer  optimal  treatment  and  rehabilitation  to  the 
injured  worker.  The  new  construction  consists  of 
50,000  square  feet  of  additional  building  space, 
which  includes  a swimming  pool  designed  for 
therapeutic  purposes  and  improved  facilities  for 
physical  and  occupational  therapy.  The  ex- 
panded cjuarters  also  will  permit  the  Center  to 
treat  five  times  as  many  jjatients. 

Relationship  of  the  Center  to 
Referring  Physicians 

Ehe  Worker’s  Compensation  Law  recpiires  that 
all  therapy  at  the  Center  be  supervised  by  medical 
experts  and  j^rovided  only  after  consultation  with 
the  injuied  enijjloyee’s  own  physician.  A staff  of 
36  employees  and  eight  consultants,  f unctioning 
under  an  11 -member  adxisory  board,  perform 
physical  therapy,  psychotheraj)y,  occupational 
therapy,  and  vocational  rehabilitation  counseling 
services. 

Although  f unded  bv  insurance  companies  and 
self-insured  emploveis,  the  Center  exists  solely 
for  the  benefit  and  rehabilitation  of  the  injured 
worker.  If  s|)ecific  prescriptions  aie  written  by 
the  referring  physician,  every  atteiuj)t  is  made  to 
follow  these  rcxjuests.  When  the  tieatment  pio- 
gram  is  lef  t to  the  judgment  of  the  medical  staf  f , a 
comprehensive  protocol  is  outlined  and  im- 
j)lemented  with  periodic  reports  to  the  referring 
j)hysician.  Modifications  in  treatment  progiams 
are  made  upon  rec|uest,  and  theiapeutic  regi- 
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mens  are  frequently  changed  in  response  to  the 
changing  nature  of  the  patient’s  condition.  While 
supervising  physicians  at  the  Center  are  not  ex- 
empt from  testifying  before  the  Worker’s  Com- 
pensation Commission,  traditionally  they  have 
not  participated  in  the  hearing  process  since  their 
role  is  limited  to  siq)ervising  and  carrying  out 
therajjy.  They  should  not  be  regarded  as  poten- 
tial threats  to  referring  jihysiciaus  as  they  do  not 
advocate  either  side  during  the  adjudication 
process. 

fhe  involvement  of  the  Center  in  the  reha- 
bilitation process  begins  with  a referral  by  the 
treating  physician.  It  must  be  accompanied  by 


documentation  of  the  history  and  findings,  as 
well  as  a |)rescrij)tion  for  the  jnoposed  therapy. 
Dining  the  jiatient’s  initial  visit  to  the  (ienter,  a 
review  of  the  diagnostic  data  and  a physical  ex- 
amination are  performed  by  the  medical  staff, 
the  chief  physical  theraj)ist,  and  the  occupational 
therapist. 

.\fter  a S})ecif  ic  treatment  jirogram  is  outlined, 
the  patient  receives  daily  therapy  with  the  most 
advanced  ecpiipment  and  techniques  available  in 
a comprehensi\e  setting.  The  treatment  may  in- 
clude physical  therapy,  occupational  therapy, 
and  such  other  supportive  services  as  psychother- 
apy, vocational  rehabilitation,  and  English  les- 


sons for  foreign-born  patients.  With  the  growing 
recognition  of  the  availability  of  these  services, 
the  number  of  patients  treated  at  the  Center  has 
doubled  between  1976  and  1982,  at  which  time 
the  program  was  functioning  at  nearly  90  per 
cent  of  tlie  capacity  then  available.  Ehe  ability  of 
the  Center  to  treat  additional  patients  is  expected 
to  increase  with  the  recent  expansion. 


Departments 

The  physiotherapy  department  comprises  the 
most  active  part  of  the  program.  In  addition  to 
such  standard  facilities  as  a whirlpool,  hydrocol- 
lator, and  traction  equipment,  it  also  includes  a 
Cybex®  exercise  table  and  a Universal  Ciym.®  The 
swimming  pool  offers  a new  dimension  to  the 
program  l)y  providing  the  patient  with  an  oppor- 
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tunity  to  exercise  lower  extremity  fractures  in  a 
buoyant  partial  weight-bearing  environment. 

The  occupational  therapy  department  ad- 
ministers a majority  of  the  programs  designed  to 
alleviate  problems  related  to  the  upper  extremi- 
ties. It  also  operates  such  programs  as  woodwork- 
ing and,  in  the  near  future,  ceramics,  which  are 
carefully  planned  to  enhance  the  patient’s  ability 
to  return  to  work. 

The  vocational  rehabilitation  department  is 
staffed  by  qualified  counselors  who  serve  as  con- 


a  more  comprehensive  understanding  of  occupa- 
tional hazards  and  the  effectiveness  of  treatment 
modalities. 

Experience 

The  Center  focuses  on  the  problems  of  patients 
who  have  been  slow  t(^  recover  from  occupational 
injuries.  The  median  length  of  time  between 
occurrence  of  an  accident  and  admission  to  the 
treatment  program  is  5.3  months.  Approximate- 
ly 20  per  cent  of  the  cases  involve  injuries  that 
occurred  more  than  one  year  prior  to  admission. 
Eighty  per  cent  of  the  patients  are  male,  and 
two-thirds  of  the  referred  patients  report  back 
injuries  as  tbeir  primary  problem.  More  than  half 


of  the  patients  are  reported  as  “well”  or  “im- 
proved” at  the  time  of  discharge.  The  median 
duration  of  treatment  is  10.5  weeks. 

I he  aj)proach  of  the  Center  to  the  chronic  back 
j)atient  is  more  comprehensive  than  most  j)hysi- 
cians  are  caj)able  of  |)ro\iding  in  their  offices. 
I he  well-moti\ ated  jjatient  with  minimal  organic 
pathology,  seen  in  the  office  setting  shortl)  after 
the  injury,  usually  lecovers  in  two  to  three 
months  with  a sini|)le  theraj)eutic  regimen.  I he 
jiatients  referred  to  the  Center,  however,  often 
present  with  more  complicated  problems.  I he 


sultants  during  therapy.  In  addition,  some  pa- 
tients are  referred  to  the  CTnter  only  for  this 
aspect  of  the  program. 

The  volume  of  patients  under  treatment  per- 
mits the  Center  a rare  opjjortunity  to  develoj)  and 
imjilement  new  dimensions  to  the  rehabilitation 
process.  At  the  present  time,  there  is  a continuing 
study  of  transcutaneous  electrical  stimulation  for 
the  alleviation  of  pain  and  expansion  of  exercise 
cajjacity,  and  furthei  studies  are  under  consid- 
eration. I he  computerization  of  treatment  and 
history  data  f rom  the  Center  should  contribute  to 
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first  group  of  these  patients  frecjuently  are  post- 
operative failures  in  which  the  presenting 
jjathophvsiology  has  become  secondary  to  the  in- 
tervention. A second  group  consists  of  tliose  pa- 
tients, both  with  and  without  organic  patliology, 
for  whom  psvchological  factors  may  retard  the 
rehabilitation  process.  A third  group  of  patients, 
especially  difficult  to  treat,  includes  those  jjre- 
senting  with  the  so-called  “pain  syndrome.’’ 
While  they  freciuenlly  are  dependent  on  drugs 
for  the  alleviation  of  the  unexplained  pain,  they 
reveal  no  signincant  clinical  findings. 

I hese  types  of  patients  recjuire  rehabilitation 
to  overcome  some  of  the  problems  secondarv  to 
their  original  injurv.  fhev  often  have  a loss  ol 
tissue  elasticitN  and  muscle  competence  and  ex- 
hibit a continuing  cycle  of  pain,  anxiety,  tension, 
and  inhibition,  leading  to  additional  pain  and 
continuation  of  the  c\cle. 

A multidisciplinary  approach  to  evaluation  and 
treatment  provides  the  most  effective  thera])\ 
available  for  such  patients.  Experience  has  dem- 
onstrated the  efficacy  of  pool  therapy,  combined 
with  slow  stretching  exercises,  in  restoring  lost 
tissue  elasticitv.  While  the  hvdraulic  therapy  pro- 


vides a form  of  muscle  heating  and  relaxation, 
the  process  of  slow  stretching  prevents  hyperac- 
tive responses  and  takes  advantage  of  the  visco- 
elastic nature  of  the  muscle. 

Cientle  active  exercise  is  essential  to  the  reha- 
bilitative process,  fo  reduce  pain  during  the  ear- 
ly phases  of  therapy,  simultaneous  trans- 
cutaneous electrical  stimulation  has  been  selec- 
tively utilized.  Active  exercise  enhances  joint  mo- 
tion and  muscle  strength.  When  this  is  well  toler- 
ated, the  jiatient  progresses  to  isometric  tech- 
niques, followed  by  resistance  exercises. 

A general  f itness  program  also  is  initiated,  util- 
izing such  de\ices  as  bicycle  ergometers  and 
treadmills,  followed  bv  an  occupational  therapy 
program.  As  the  objective  is  to  restore  the  injured 
worker  to  productive  activitv,  vocational  coun- 
selors also  work  with  patients  during  the  reha- 
bilitation process. 

ft  is  hoped  that  Rhode  Island  physicians  will 
recognize  the  opportunities  available  through 
this  community  resource  and  will  utilize  these 
facilities  more  fully  for  the  benefit  of  their  pa- 
tients. 
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Traffic  Fatalities  in  Rhode  Island: 
Part  I — Descriptive  Epidemiology 

Traffic  Fatalities  Account  for  17.6  Per  Cent  of  All 
Years  of  Life  Lost  Before  Age  65 

\ Kemi  Nakabayashi,  AB 
Sarah  C.  Aronson,  AB 
Michael  Siegel 
William  Q.  Stumer,  MD 
Stanley  M.  Aronson,  MD 


During  the  past  decade,  1 .4  per  cent  of  the  deaths 
in  Rhode  Island  were  caused  by  traf  fic  accidents. 
Because  these  deaths  preferentially  involve 
younger  people,  traffic  fatalities  presently  consti- 
tute the  greatest  single  etiologic  factor  in  the 
potential  years  of  life  lost. 

This  epidemiologic  inquiry  surveys  all  traffic 
mortalities,  as  determined  by  the  Office  of  the 
Medical  Examiner,  within  the  state  of  Rhode  Is- 
land for  the  years  1977  through  1982.*  To  the 
extent  that  a very  small  number  of  these  deaths 
involve  non-residents  passing  through  or  tem- 
porarily residing  within  the  state,  the  resultant 
mortality  rates  are  not  a totally  accurate  reflection 
of  the  Rhode  Islanders  who  die  as  a result  of 
traffic  accidents.  A total  of  766  deaths  will  be 
analyzed  in  terms  of  customary  population  attri- 
butes. When  appropriate,  the  resultant  distribu- 
tions will  be  compared  with  the  population  char- 
acteristics of  Rhode  Island  and  the  United  States. 

4 he  jjresent  j)ajjer  rejtresents  the  first  of  a 
series  analyzing  these  traffic  fatalities.  The  intent 
of  this  first  papei  is  to  provide  a demographic 
framework,  for  subsecjnent  ef  forts,  and  moi  e ex- 
tensive discussions  will  be  found  in  later  pattei  s. 

I he  following  meaning  )f  the  term  fatal  t affic 
accidetit  has  been  observed  in  this  study.  The 
event  resulting  in  the  death  of  One  or  more  per- 


sons must  involve  one  or  more  motorized  vehi- 
cles, and  their  loads,  in  motion  on  a roadway 
which  is  open  to  the  public  and  customarily  used 
for  motor  vehicle  travel.  The  fatality  must  take 
place  within  30  days  of  the  accident.' 

Definitions  of  other  terms  used  in  this  and  sub- 
sequent papers  are  as  follows: 

Motor  vehicles  (MV):  Licensed,  engine-driven 
vehicles  with  four  or  more  wheels,  including 
automobiles,  trucks,  and  buses. 

Motorcycles  (MC):  Licensed,  engine-driven  vehi- 
cles with  two  wheels,  including  mopeds. 
Pedestrians:  All  non-occupants  involved  in  motor 
vehicle  fatalities,  including  persons  on  foot  or 
bicycle. 

Traffic  fatalities  (TF):  Deaths  invoK  ing  drivers 
(motor  vehicles  or  motorcycles),  passengers 
(motor  vehicles  or  motorcycles),  or  pedestrians. 

Source  of  Data  and  Methods 

rite  records  of  the  Of  fice  of  the  Medical  Examin- 
er, State  of  Rhode  Island,  were  reviewed  for  the 
calendar  years  1977-1982,  and  all  traf  fic  fatalities 
fulfilling  the  above  description  were  extracted. 
4 he  following  information  was  then  gathered  on 
each  f atality:  sex,  race,  age  at  death,  fatality-status 
(ie,  motor  vehicle  driver,  motor  vehicle  j)assen- 
ger,  motorcycle  driver,  motorcycle  passenger. 


1 his  and  subsequent  papers  in  this  series  represent 
underfrraduate  honors  studies  undertaken  at  Brown 
L'niversity,  Providence,  Rhode  Island.  At  the  present 
time,  Kemi  Xakahayashi  is  a medical  student  at  Ca.se- 
W'e.stern  Resen>e  L'niversity;  Sarah  C.  Aronson  is  a 
medical  student  at  Dartmouth  Medical  School;  and 


Michael  Siegel  continues  his  undergraduate  studies  at 
Brown  University.  William  (T  Stumer,  MI),  is  Chief 
Medical  Examiner,  State  of  Rhode  Island,  and  Profes- 
sor of  Pathology,  Brown  University  Program  in  Medi- 
cine. Stanley  M.  Aronson,  MI),  is  L ’niversity  Professor 
of  Medical  Science,  Brown  L'niversity. 
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Table  1.  Traffic  Fatalities  in  Rhode  Island:  Victim  Status  and  Year 


Status  of  Victim 

1977 

1978 

1979 

1980 

1981 

1982 

Total 

Male: 

Motor  vehicle  driver 

41 

38 

47 

49 

42 

29 

246 

Motor  vehicle  passenger 

18 

15 

20 

14 

8 

12 

87 

Motorcycle  driver 

17 

15 

12 

15 

17 

20 

96 

Motorcycle  passenger 

0 

0 

1 

1 

1 

2 

5 

Pedestrian 

24 

22 

14 

20 

22 

18 

120 

Unknown 

0 

1 

0 

0 

0 

0 

1 

Total  traffic  fatalities  (TF) 

100 

91 

94 

99 

90 

81 

555 

Total  accidental  deaths 

198 

162 

166 

191 

160 

142 

1,019 

Percentage  of  accidental  deaths 

due  to  TF 

50.5 

56.2 

56.6 

51.8 

56.3 

57 

54.5 

Female: 

Motor  vehicle  driver 

13 

12 

12 

12 

16 

8 

73 

Motor  vehicle  passenger 

16 

9 

19 

11 

10 

12 

77 

Motorcycle  driver 

0 

0 

0 

1 

0 

0 

1 

Motorcycle  passenger 

1 

3 

1 

1 

0 

1 

7 

Pedestrian 

8 

10 

10 

7 

7 

11 

53 

Unknown 

0 

0 

0 

0 

0 

0 

0 

Total  traffic  fatalities  (TF) 

38 

34 

42 

32 

33 

32 

211 

Total  accidental  deaths 

76 

62 

84 

74 

65 

61 

422 

Percentage  of  accidental  deaths 

due  to  TF 

50 

54.8 

50 

43.2 

50.8 

52.5 

50.0 

Ratio:  Male  TF  Female  TF 

2.6 

2.7 

2.2 

3.1 

2.7 

2.5 

2.6 

Rl  Traffic  Fatalities 

138 

125 

136 

131 

123 

113 

653* 

US  Traffic  Fatalities 

47,878 

50,331 

51,093 

51,077 

49,268 

N A 

249,661 1 

Ratio:  Rl  TF/US  TF  xIO'^ 

2.88 

2.48 

2.66 

2.56 

2.50 

— 

2.62 

' Only  1977-1981  included  in  total, 
t Source:  1981  Statistical  Abstract  of  the  United  States.^ 


pedestrian,  or  unknown),  marital  status,  time  of 
accident  (hour,  day  of  week,  and  date),  date  of 
death,  occupation,  toxicologic  studies  (blood 
alcohol  concentration,  blood  CO  concentration, 
semi-(|uantitative  tests  for  narcotics,  stimulants, 
sedatives,  and  other  potentially  psychoactive 
drugs),  nature  of  accident,  and  nature  of  sus- 
tained trauma.  The  information  on  each  of  these 
766  fatalities  was  approjniately  coded  and  then 
entered  into  the  computer  at  Brown  University, 
Providence,  Rhode  Island.  The  tabular  distribu- 
tions noted  below  were  then  generated. 

Results 

fable  1 summarizes  the  traffic  fatalities  in  terms 
of  three  discrete  variables:  sex,  status  of  victim, 
and  year  of  death.  During  this  six-vear  period. 


* During  the  calendar  years  1977  through  1982.  there  were  793 
traffic  fatalities  in  Rhode  Island.  Ciomplete  information  was  avail- 
able on  766  of  these  fatalities,  which  form  the  basis  for  this  report. 
.Vll  of  the  information  was  tabulated  and  coded  numerically  without 
names  or  addresses  to  preserve  the  privacy  of  those  invohed. 


the  average  annual  number  of  traffic  deaths  in 
Rhode  Island  was  128.  While  the  annual  number 
has  been  somewhat  lower  than  this  average  dur- 
ing the  last  two  years  of  this  survey,  the  decrease 
was  not  statistically  significant.  During  this  same 
six-year  interval,  males  constituted  approximate- 
ly 72  per  cent  of  these  traffic  f atalities.  No  secular 
trends  are  apparent  in  the  ratio  of  male  to  female 
victims  or  in  the  relative  percentage  contributions 
of  motor  vehicle  driver,  passenger,  or  pedestrian 
traffic  fatalities. 

Traffic  fatalities  are  included  in  the  larger 
category.  Accidents  and  Adverse  Effects  (Inter- 
national Cdassification  of  Disease  codes  E800- 
E949),"  and  account  for  approximately  55  per 
cent  of  male  and  50  per  cent  of  female  accidental 
deaths.  No  substantive  changes  in  these  per- 
centages are  apparent  during  this  six-year  span. 

Table  1 also  includes  data  on  traffic  fatalities  in 
the  L'nited  States  for  the  years  1977  through 
1981.  The  Rhode  Island  and  national  data  are 
fairly  congruent  without  any  significant  varia- 
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tions. 

Table  2 provides  data  concerning  the  sex  and 
traffic  status  of  the  victim.  For  the  entire  popula- 
tion of  766  persons,  the  male  to  female  ratio  is 

2.6.  This  ratio,  however,  is  not  maintained  when 
the  data  is  further  analyzed  according  to  the  stat- 
us of  the  victim.  For  example,  there  is  a higher 
frequencv  of  males  among  motor  vehicle  drivers 
(ratio  — 3.4)  and  motorcycle  drivers  (ratio  — 96); 
in  contrast,  there  is  an  approximate  sex  parity 
among  the  motor  vehicle  passenger  and  motorcy- 
cle passenger  victims.  The  sex  ratio  of  pedes- 
trians (2.3)  is  slightly  lower  than  the  overall  traffic 
fatalitv  ratio  of  2.6.  These  sex-related  differences 
are  more  evident  when  the  data  are  analyzed  in 
terms  of  active  (ie,  driver)  or  passive  (ie,  passen- 
ger or  pedestrian)  status.  Some  61.7  per  cent  of 
all  male  victims  were  in  active  status,  while  only 
35.1  per  cent  of  females  were  active.  Motorcycle 
fatalities  (combining  driver  and  passenger 
deaths)  are  dominantlv  male  with  a sex  ratio  of 

12.6. 

Table  3 introduces  the  variable  of  age  in  its 
relation  to  the  sex  and  status  of  the  victims.  The 
age  distribution  in  each  of  the  status  categories  is 
non-uniform.  The  greatest  single  cluster  of  traf- 
fic fatalities  is  concentrated  in  the  15-24  year  old 
male  driver  categorv.  Male  drivers  (motor  vehi- 
cles and  motorcvcles)  alone  account  for  342  of  the 
766  fatalities  (44.6  per  cent).  The  peak  numbers 
of  traffic  deaths  occur  in  the  15-24  age  category 
for  both  passengers  and  drivers,  regardless  of 
sex.  With  pedestrians,  however,  there  is  a bimo- 
dal  distribution  with  concentrations  of  cases 
noted  below  the  age  of  1 5 years  and  above  the  age 
of  65  vears. 


When  the  data  in  Table  3 are  considered  pri- 
marily by  category  of  age,  the  following  becomes 
apparent.  Below  the  age  of  14  vears,  most  victims 
are  in  the  essentially  passive  pedestrian  status 
(70.5  per  cent).  Above  the  age  of  15  years,  most 
traffic  fatalities  involve  drivers.  The  relative  per- 
centage of  active  status  (ie,  driver  fatalities/total 
motor  vehicle  fatalities)  diminishes  after  age  54 
years.  Between  the  ages  of  15  and  34  years,  62.7 
per  cent  of  fatalities  are  drivers;  between  ages  35 
and  54  years,  63.2  per  cent;  between  ages  55  and 
74  years,  47.4  percent;  and  beyond  75  years,  29.8 
per  cent. 

When  these  same  data  are  further  analyzed  by 
sex,  the  active  status  percentage  of  male  traffic 
victims  maintains  a high  level  (about  61  per  cent) 
until  the  age  of  ()5  years,  after  which  it  decreases 
substantially.  In  the  case  of  female  victims,  the 
percentage  of  active  status  fatalities  reaches  a 
peak  in  the  age  categorv  of  35  to  44  years  and 
then  diminishes,  but  less  precipitously,  than  with 
the  males. 

Fable  3 also  provides  age-related  incidence 
rates  according  to  the  status  of  victim  and  sex, 
averaged  over  the  six-vear  span  of  the  study.  The 
traffic  fatality  incidence  rate  equals  the  number 
of  traffic  fatalities  in  any  particular  sex  and  age 
category  per  year  divided  by  the  total  number  of 
persons  at  risk  in  the  sex  and  age  categorv  during 
the  same  year.  A somewhat  different  pattern  now 
emerges.  The  traffic  mortality  rate  per  100, ()()() 
population  per  year  in  males  over  the  age  of  85 
years  is  now  as  great  as  in  males  15-24  years  of  age 
because  the  denominator  in  the  rate  equation,  the 
number  of  males  who  are  85  vears  of  age  or  older, 
is  so  small.  For  similar  reasons,  the  mortality  rates 


Table  2.  Traffic  Fatalities  in  Rhode  Island:  Sex  and  Status  of  Victims  (1977-1982) 


Male  Female 


Status  of  Victim 

Number 

Per  Cent 

Number 

Per  Cent 

Sex  Ratio 

Motor  vehicle  driver 

246 

44.4 

73 

34.6 

3.4 

Motor  vehicle  passenger 

87 

15.7 

77 

36.5 

1.1 

Motorcycle  driver 

96 

17.3 

1 

.5 

96.0 

Motorcycle  passenger 

5 

.9 

7 

3.3 

.7 

Pedestrian 

120 

21.7 

53 

25.1 

2.3 

Total 

554f 

100 

211 

100 

2.6 

Active  (driver)t 

342 

61.7 

74 

35.1 

4.6 

Passive  (passenger  or  pedestrian)§ 

212 

38.3 

137 

64.9 

1.5 

Total  motor  vehicle 

333 

60.1 

150 

71.1 

2.2 

Total  motorcycle 

101 

18.2 

8 

3.8 

12.6 

■ Sex  ratio  — number  of  males  number  of  females 
t One  male  not  included  in  tabulation  because  of  unknown  status 
t Active  — drivers  of  motor  vehicles  or  motorcycles 
§ Passive  — passengers  of  motor  vehicles  or  motorcycles  and  pedestrians 
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Table  3.  Traffic  Fatalities  in  Rhode  Island:  Victim  Status,  Age,  and  Age-Related  Incidence 


Age  In  Years 


0-4 

5-14 

15-24 

25-34 

35-44 

45-54 

55-64 

65-74 

75-84 

85  + 

Total 

Number  of  males: 

Motor  vehicle  driver 

0 

2 

100 

54 

24 

27 

14 

12 

9 

4 

246 

Motor  vehicle  passenger 

3 

5 

54 

14 

3 

2 

0 

3 

2 

1 

87 

Motorcycle  driver 

0 

2 

56 

32 

3 

2 

1 

0 

0 

0 

96 

Motorcycle  passenger 

0 

0 

4 

1 

0 

0 

0 

0 

0 

0 

5 

Pedestrian 

2 

25 

17 

15 

11 

10 

11 

14 

13 

2 

120 

Unknown 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

Total 

5 

34 

231 

116 

42 

41 

26 

29 

24 

7 

555 

Annual  incidence  rate  per 
100,000  population  — males: 

Motor  vehicle  driver 

0 

0.5 

20.0 

13.3 

8,8 

10,1 

4,9 

6,5 

11,3 

20,4 

9,1 

Motor  vehicle  passenger 

1.9 

1.3 

10.8 

3.4 

1,1 

0,7 

0 

1,6 

2,5 

5,1 

3,2 

Motorcycle  driver 

0 

0.5 

11.2 

7.9 

1,1 

0,7 

0,4 

0 

0 

0 

3,5 

Motorcycle  passenger 

0 

0 

0.8 

0.2 

0 

0 

0 

0 

0 

0 

1,0 

Pedestrian 

1.3 

6.5 

3,4 

3.7 

4,0 

3,7 

3,9 

7,6 

16,4 

10,2 

4,4 

Total 

3.2 

8.8 

46.2 

28.5 

15,0 

15,2 

9,2 

15,8 

30,2 

35,7 

20,5 

Number  of  females: 

Motor  vehicle  driver 

0 

0 

22 

20 

11 

6 

6 

4 

4 

0 

73 

Motor  vehicle  passenger 

0 

6 

32 

16 

1 

5 

4 

2 

8 

3 

77 

Motorcycle  driver 

0 

0 

0 

0 

1 

0 

0 

0 

0 

0 

1 

Motorcycle  passenger 

0 

0 

6 

1 

0 

0 

0 

0 

0 

0 

7 

Pedestrian 

2 

14 

5 

4 

4 

6 

3 

4 

8 

3 

53 

Total 

2 

20 

65 

41 

17 

17 

13 

10 

20 

6 

211 

Annual  incidence  rate  per 
100,000  population  — females: 

Motor  vehicle  driver 

0 

0 

4.3 

4.8 

3,8 

2,0 

1,8 

1,5 

2,6 

0 

2,4 

Motor  vehicle  passenger 

0 

1.6 

6.3 

3.8 

0,3 

1,7 

1,2 

0,8 

5,3 

5,9 

2,6 

Motorcycle  driver 

0 

0 

0 

0 

0,3 

0 

0 

0 

0 

0 

<0,1 

Motorcycle  passenger 

0 

0 

1.2 

0.2 

0 

0 

0 

0 

0 

0 

0,2 

Pedestrian 

1.3 

3.8 

1.0 

1,0 

1,4 

2,0 

0,9 

1,5 

5,3 

5,9 

1,8 

Total 

1.3 

5.4 

12,8 

9,8 

5,8 

5,7 

3,9 

3,8 

13,2 

11,8 

7,1 

loi  pedesti  i.ui  \ ictims  is  substantially  higher  in 
the  later  decades  ol  life  lot  both  males  and 
females.  The  relative  weights  of  driver,  passen- 
ger, and  pedestrian  victims  at  various  age- 
categoiies  are  the  same  as  those  noted  in  other 
states  and  countries.'^"’ 

fable  4 compares  the  age-related  frecjuencies 
of  motor  vehicle  fatalities  for  Rhode  Islanders 
with  similarly  constructed  rates  for  the  US 
population,  \4rtually  no  differences  are  seen  in 
the  age  jjrofiles  of  motoi  vehicle  drivers.  There 
are  some  differences  in  distribution  when  the  age 
profile  ol  passengers  and  pedestrians  from 
Rhode  Island  are  compared  with  the  US  fatali- 
ties. 1 hese  state  rates,  however,  are  not  stand- 


ardized to  the  national  sex  and  age  distribution, 
nor  are  such  factors  as  urban  versus  rural  condi- 
tions considered. 

Discussion 

I raffle  fatalities  represent  a tragic  and  unneces- 
sary loss  of  lives.  While  they  account  for  only  1.4 
per  cent  of  deaths  in  Rhode  Island  and  approx- 
imately 2 percent  of  deaths  in  the  United  States,' 
they  nevertheless  represent  the  largest  single 
cause  of  death  between  the  ages  of  5 and  34  years. 
Of  the  207  male  deaths  in  this  age  bracket  re- 
corded in  Rhode  Island  in  1981,  82  (39.6  per 
cent)  were  due  to  identified  accidents,  of  which 
5 1 (24.6  per  cent)  were  traf  fic  fatalities.  Of  the  9 1 
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Table  4.  Traffic  Fatalities  in  Rhode  Island:  Age  Distribution  in  Percent  of  Rhode  Island  and 
National  Traffic  Fatality  Populations 


Age  in  Years 


0-14 

15-34 

35-64 

>65 

Unknown 

Total 

Motor  vehicle  driver 

Rl 

0.6 

61.4 

27.6 

10.3 

0 

99.9 

US 

0.5 

61.5 

29.0 

8.4 

0.7 

100.1 

Motor  vehicle  passenger 

Rl 

8.5 

70.7 

9.1 

11.6 

0 

99.9 

US 

13.0 

58.0 

17.6 

10.4 

1.0 

100.0 

Pedestrian 

Rl 

24.9 

23.7 

26.0 

25.4 

0 

100.0 

US 

18.9 

34.2 

25.0 

18.9 

3.1 

100.1 

Source:  Fatal  Accident  Reporting  System  1981.  National  Highway  Traffic  Safety  Administration,  January  1983. 


deaths  in  Rhode  Island  females  between  the  ages 
of  5 and  34  in  1981,  31  (34.1  per  cent)  were  the 
result  of  accidents.  Some  23  of  these  (25.3  per 
cent)  were  caused  by  traffic  fatalities. 

The  social  burden  of  these  avoidable  deaths 
can  be  better  appreciated  by  a statistic  initiated  by 
the  Centers  for  Disease  Control  in  1982  which 
designates  the  potential  years  of  life  lost  (ie,  the 
estimated  annual  total  of  potential  years  lost  be- 
fore age  65  years)  for  each  major  cause  of  death 
in  the  United  States.*’  By  this  measurement,  traf- 
fic fatalities  account  for  1 7.6  per  cent  of  all  of  the 
years  of  life  lost  by  those  Americans  who  die 
before  age  65  years. 

Are  there  any  significant  differences,  in  terms 
of  crude  mortality  rates,  when  Rhode  Island  is 
contrasted  with  the  other  five  New  England 
states?  If  comparisons  are  confined  to  traffic  acci- 
dent fatalities  per  10*’  population,  without  age 
standardization,  then  Rhode  Island  has  the 
lowest  traf  fic  fatality  rate  of  any  of  the  New  Eng- 
land states.  The  Rhode  Island  rate  is  136.1/10*’ 
person-years  (ie,  136.1  traf  fic  fatalities/ 1 ,000,000 
population  at  risk/year)  while  the  New  England 
rate  is  175.1/10*’  jjerson-years. 

When  traffic  fatalities  are  conijjared  to  annual 
vehicle  miles  driven,  a more  accuiate  parametei 
of  the  risk,  the  diflerence  between  Rhode  Island 
and  the  rest  of  New  England  diminishes.  The 
Rhode  Island  rate  is  2.4/10”  vehicle  miles  driven/ 
year,  while  the  New  England  rate  is  2.8/10”.  Dur- 
ing this  same  interval,  the  motor  vehicle  fatality 
rate  for  the  continental  UniU'd  States  was  3/10” 
vehicle  miles  driven/year. 

Conclusions 

I he  following  major  conclusions  may  be  drawn 
from  the  accompanying  tables: 


There  are  no  notable  secular  trends  in  Rhode 
Island  traffic  fatalities  during  the  inter\al  under 
consideration. 

About  one-half  of  those  killed  in  traffic  acci- 
dents are  males  less  than  34  years  old. 

Motor  vehicle  driver  deaths  account  for  41.6 
per  cent  of  all  traffic  fatalities  while  motorcycle 
driver  deaths  result  in  an  additional  12.7  per 
cent.  Passenger  deaths  amount  to  23  per  cent  and 
pedestrian  deaths,  22.6  per  cent. 

The  males  killed  in  traffic  accidents  are  more 
commonly  drivers,  while  the  females  killed  are 
more  often  passengers  or  pedestrians.  In  both 
sexes,  the  active/passive  status  ratio  diminishes 
beyond  middle  age. 

While  the  number  of  traf  fic  fatalities  for  indi- 
viduals more  than  75  years  old  is  relati\  ely  small 
(4.6  per  cent),  the  age-related  mortality  rates  are 
in  the  same  range  as  the  15-34  year  old  popula- 
tion because  the  elderly  population  at  risk  is  even 
smaller. 

The  age  distribution  of  the  Rhode  Island  pas- 
•sengers  and  jjedestrians  involved  in  traffic  fatali- 
ties is  somewhat  different  than  the  general  age 
distribution  of  victims  in  the  LJnited  States,  but 
these  data  have  not  been  standardized  by  sex  or 
age,  nor  have  such  variables  as  miles  driven  jier 
licensed  person  per  year  or  relative  road  condi- 
tions been  considered. 

Subsecjnent  jiajjers  in  this  series  will  be  devoted 
to:  the  hour  of  day,  day  of  week,  and  month  as 
jnedicting  factors  in  traffic  fatalities;  the  influ- 
ence of  such  variables  as  marital  status,  occujia- 
tion,  blood  alcohol  concentration,  and  psychoac- 
tive drugs;  epidemiological  studies  of  inotorcycle 
fatalities;  and  descriptive  information  concern- 
ing the  1 73  jiedestrian  deaths  dm  ing  the  six-year 
jieriod. 
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Box  G 

Providence,  Rhode  Island  02912 


One  Sentence  Essay 

Everybofdy  wants  to  cut  spending,  but 
no  one  wants  to  cut  programs 

. . . Lyndon  B,  Johnson 


OFFICE  SUITE  AVAILABLE 
MOSHASSUCK  MEDICAL 
BUILDING 

800  sq,  feet  with  the  option  of  additional 
space  on  a part-time  basis;  can  subdivide. 

Centrally  air-conditioned;  utilities;  security; 
cleaning  service;  ample  parking;  and  ac- 
cess to  full  laboratory,  raiiiiology,  diagnos- 
tic imaging,  and  pharmacy  services,  and 
more  than  50  physicians. 

For  additional  information, 
call  401/331-1221. 


FAMILY  PHYSICIAN 
NEEDED 

Rhode  Island:  Experienced 
family  physician  for  busy,  grow- 
ing walk-in  practice  in  Rhode  Is- 
land coastal  village.  Growing 
community  with  large  industrial 
complex  nearby.  Currently 
20,000  patient  visits  yearly. 
Good  growth  potential.  Salary 
and  benefit  package  negoti- 
able. Send  CV  to  Administrator, 
7260  Post  Road,  North  Kings- 
town, Rhode  Island  02852. 


"WHAT’S  THAT 
FUNNY  SMELL?” 

It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids. 


PHARMACISTS  AGAINST 
DRUG  ABUSE 


THE  KINDS 
OF  DRUGS 
KIDS  ARE 
GETTING 
INT0.1^ 


m 
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BROADMED  X-RAY 
557  Broad  Street 
Providence,  Rhode  Island 
02907 

Medical  Building 
Physician  Suites  Available 
Two  blocks  from  St.  Joseph  Hospital 

Rhode  Island’s  newest  and  most  advanced 
medical  building;  ample  parking:  complete 
security  system;  full  x-ray,  ultrasound, 
pharmacy,  and  laboratory  services;  multi- 
lingual receptionists;  computer  facilities. 

For  more  information  call  401/331-7555 


EFFICIENT  PRIVATE 
EMERGENCY  ROOM 
PAWTUCKET  AREA 

Good  Patient  Census 

25  per  cent  or  more  shares 
available  for  sale 

For  further  information: 

West  Bay  Medical  Associates 
1370  Cranston  Street 
Cranston,  Rhode  Island  02920 
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Brown  Fox  Point  Day  Care  and  Family  Center.  Inc.,  Providence.  RI 

SOME  THINGS  GO  WITHOUT  SAYING. 


Gastric  Outlet  Obstruction  Produced  By 
Gallstones  in  the  Duodenal  Wall 

I 


An  Unusual  Disorder  Is  Managed  By 
Cholecystectomy  and  Gastrectomy 

John  L.  Margolis,  MD 
Anthony  V.  Migliaccio,  MD,  FACS 
Anthony  J.  Migliaccio,  MD,  FACS 


Fistula  formation  between  the  extrahepatic  bili- 
ary tree  and  the  gastrointestinal  tract  is  a well- 
known  entity.'  ' Although  most  of  these  fistulae 
are  uncomplicated,  obstruction  of  the  intestinal 
lumen  does  occur.  The  point  of  obstruction  is 
usually  the  terminal  ileum.  However,  examples 
of  gastric  outlet  obstruction  as  a result  of  intra- 
duodenal  calculi  have  been  described.'^’  ^ We  wish 
to  report  an  unusual  case  of  gastric  outlet  ob- 
struction produced  by  intramural  gallstones. 

Case  Report 

A 77-year-old  man  was  admitted  to  Rhode  Island 
Hospital  in  February  1980  with  a principal  com- 
plaint of  postprandial  emesis.  The  symptoms  be- 
gan several  months  prior  to  admission  when  he 
began  to  vomit  partially  digested  food  approx- 
imately two  hours  after  meals.  Emesis  occurred 
more  frequently  during  the  following  weeks,  but 
liquids  were  tolerated  without  difficulty.  He  de- 
nied the  presence  of  abdominal  pain,  hemateme- 
sis,  or  melena,  btit  did  acknowledge  a 30-pound 
(13.6  kg)  weight  loss.  Studies  j^erformed  on  an 
outjjalient  basis  included  a barium  enema  reveal- 
ing diverticulosis,  a gallbladder  series  showing 


John  L.  Margolis,  MI),  Resident  in  Surgei'y,  Rhode 
Island  Hospital,  Providence,  Rhode  Island. 

Anthony  V.  Migliaccio,  MI),  FACS,  Consulting 
Surgeon,  Rhode  Island  Hospital,  and  I'he  Miriam 
Hospital,  Providence,  Rhode  Island. 

.Anthony  j.  Migliaccio,  MI),  FACS,  Surgeon,  Rhode 
Island  Hospital,  and  St.  Josefih  Hospital,  Providence, 
Rhode  Island. 


Fig  1 . Upper  gastrointestinal  study  showing  gastric  out- 
let obstruction 


gallstones,  and  an  iqjper  gastrointestinal  study 
indicating  gastric  outlet  obstruction  (Fig  1). 

On  admission  to  the  hospital,  the  patient 
appeared  younger  than  his  age.  He  was  afebrile. 
Fhere  was  no  icterus.  Abdominal  examination 
revealed  no  tenderness,  distention,  organomega- 
ly, masses,  or  ascites.  Stool  guaiac  was  negative. 
Pertinent  laboratory  data  included  a white  blood 
count  of  5.7  without  a left  shift.  Hemoglobin  was 
13.4  grams.  Electrolytes  were  normal  as  was  the 
alkaline  jjhosphatase.  Mild  ele\ations  of  S(’.()  I 
(5  1 lU/dE),  EDI  1 (447  H7dE),  and  bilirubin  ( 1 .3 
ing/dE)  were  noted. 
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After  adequate  preoperative  intravenous  Huid 
therapy  and  nasogastric  suction,  an  operation 
was  performed.  A small,  contracted  gallbladder, 
containing  many  gallstones,  was  found  tlensely 
adherent  to  the  distal  stomach  and  duodenum. 
After  a cholecystectomy,  a two-thirds  distal  gas- 
trectomy with  Billroth  II  anastomosis  was  per- 
tormed  to  relieve  the  outlet  obsti  iiction.  Upon 
opening  the  operative  specimen,  a ca\ity  in  the 
duodenal  submucosa  was  found  to  contain  multi- 
ple calculi  (Figs  2-3).  The  senior  surgeon 
(A.X'.M.)  felt  that  these  intramural  stones  com- 
pressed the  duodenal  lumen  suf  ficiently  to  cause 
obstruction  of  tbe  gastric  outlet. 

Fhe  postoperative  period  was  complicated  by  a 
bile  leak,  which  closed  spontaneously,  and  the 
patient  was  discharged  without  further  complica- 
tions. Fhe  final  pathologv  report  revealed  chron- 
ic cholecystitis  with  ulceration,  chronic  gastritis 
with  mucosal  atrophy  and  small  leiomyomata, 
and  intramural  calculi  of  the  duodenal  wall.  No 
duodenal  mucosal  ulceration  was  detected. 

Comments 

Fhe  exact  incidence  of  biliary  enteric  fistulization 
is  uncertain,'’  but  it  has  been  estimated  that  be- 
tween three  and  five  per  cent  of  patients  with 
cholelithiasis  will  eventually  develop  a com- 
munication between  the  extrahepatic  biliary  tree 
and  the  gastrointestinal  tract."  Such  fistulae  occur 
between  the  gallbladder  and  the  duodenum  in  75 
to  90  per  cent  of  the  reported  cases.*  ' Obstruc- 
tion of  the  intestinal  lumen  secondarv  to  f istuliza- 
tion has  been  reported  in  two  to  34.5  per  cent  of 
patients  with  biliary  enteric  fistulae.^-  W’hile  the 
terminal  ileum  is  the  most  common  site  of 
obstruction,'’  several  examples  of  gastric  outlet 
obstruction  produced  bv  intraduodenal  gall- 
stones have  been  described.'^’  ^ This  case  presents 
another,  if  more  unusual,  case  of  gallstone  ob- 
struction of  the  gastric  outlet.  More  importantly, 
it  graphically  illustrates  the  process  of  biliary  en- 
teric fistulization  associated  with  chronic 
cholecystitis  and  cholelithiasis. 
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Fig  2.  Gross  operative  specimen  with  gallstones  in 
duodenal  wall 


Fig  3.  Artist’s  representation  of  intramural  gallstones 
obstructing  the  duodenum 


Summary 

Gastric  outlet  obstruction  was  produced  by  gall- 
stones which  had  migrated  into,  but  not  through, 
the  duodenal  wall.  Successful  relief  was  obtained 
by  cholecystectomy,  subtotal  gastrectomy,  and 
Billroth  II  gastrojejunostomy. 
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Clinicopa thological  Conference 


Case  Record:  Rhode  Island  Hospital 


Maurice  M.  Albala,  MD 
Tom  J.  Wachtel,  MD 
George  F.  Meissner,  MD 
Mark  Fagan,  MD,  Editors 


Presentation  of  Case 

A 56-year-old  white  male  bus  driver  was  admitted 
to  the  hospital  following  sudden  onset  of  chest 
pain. 

Three  years  prior  to  this  admission,  the  patient 
had  been  hospitalized  for  transient  right  upper 
extremity  numbness  and  weakness.  Cerebral 
arteriography  and  exercise  treadmill  tests  were 
normal.  The  patient  sought  no  further  medical 
attention  despite  recurrent  episodes  of  weakness 
and  diaphoresis,  which  usually  subsided  spon- 
taneously within  20  minutes  and  were  not  associ- 
ated with  chest  pain,  palpitations,  or  loss  of  con- 
sciousness. 

There  was  no  history  of  hypertension  or  di- 
abetes. The  patient  was  a former  smoker.  Family- 
history  was  significant  for  hypertension,  stroke, 
and  myocardial  infarction.  The  patient  took  no 
medications  and  denied  any  allergies. 

On  the  day  of  admission,  as  he  was  about  to 
begin  work,  the  patient  suddenly  developed  non- 
radiating substernal  chest  pressure  associated 
with  slight  dyspnea  and  diaphoresis.  After  one 
hour  of  persistent  chest  discomfort,  the  patient 
was  brought  to  the  emergency  room. 

Physical  examination  revealed  a middle-aged 
male  complaining  of  mild  chest  pressure. 
Temperature  97°f"  (36.1°C)  by  mouth;  blood 
pressure  150/90;  pulse  60;  and  respiration  rate 
22.  The  head  examination  was  normal  except  for 
marked  arteriovenous  nicking  in  both  fundi.  T he 
neck  was  supjjle.  T here  was  no  Jugular  venous 
distension  (jr  adenopathy.  Carotid  pulses  were 
lull  with  normal  ujjstrokes.  Lungs  were  clear, 
(iardiac  examination  revealed  a regular  rate  and 
rhythm  with  normal  first  and  second  heart 
sounds,  and  no  murmurs,  rubs,  or  gallo|)s.  Abdo- 
men and  extremities  were  unremarkable.  Neuro- 
logical examination  was  normal  excej)t  foi  loss  of- 
pain  sensation  in  the  right  fourth  and  fifth  fin- 
gers, which  had  developed  three  years  earlier. 


Initial  laboratory  studies  revealed  a creatinine 
of  1.4,  but  otherwise  normal  blood  chemistries 
(blood  urea  nitrogen  17).  The  white  blood  count 
(WBC)  was  12,400  with  a normal  differential. 
Hemoglobin  (Hb)  was  1 7.6  g per  cent.  Prothrom- 
bin activity  was  98  per  cent.  Urinalysis  showed  a 
specific  gravity  of  1.030  with  1 -t-  protein,  0-2  red 
blood  cells  (RBC),  and  0-2  white  blood  cells 
(WBC).  Room  air  arterial  blood  gas  revealed  pH 
7.40;  p02  72  and  pC02  29  torr;  and  total  CO2 
18mEq/L. 

The  chest  x-ray  film  showed  a prominent  left 
ventricle,  tortuous  aorta,  and  clear  lung  fields. 
The  electrocardiogram  (EKG)  showed  normal 
sinus  rhythm  with  normal  conduction  times. 
There  was  no  ectopy.  Q waves  inferiorly  sug- 
gested previous  myocardial  infarction.  R waves 
were  small  in  leads  \T  through  \N.  T waves  were 
fiat  in  lead  I and  inverted  in  leads  A\X,  V5  and 
\'e,  consistent  with  anterolateral  ischemia  (Fig  1). 

Sublingual  nitroglycerin  1/150  grain  (0.4  mg) 
and  hydromorphone  hydrochloride  (1  mg  in- 
travenously) were  administered  for  relief  of  chest 
pain,  and  intravenous  lidocaine  was  infused 
prophylactically. 

After  admission  to  the  hospital,  two  further 
episodes  of  chest  pressure,  without  further  EKG 
changes,  responded  to  nitrates  and  morphine 
sulfate.  Nitroglycerine  paste  was  administered 
and  increased  to  three  inches  every  four  hours. 

Serial  cardiac  enzymes  revealed  SCiOT  values 
of  92,  70,  and  44  lU/dL  (normal  5-31);  total  LDH 
of  907,'650,  and  475  IL7dE(with  LDH  1 less  than 
EDII  2)  (normal  125-385);  and  total  CPK  of  226, 
138,  and  82  lU/dL  with  corresjionding  myocar- 
dial fractions  (MB)  of  19  and  13  (normal  0-40). 

On  the  second  hosjiital  day,  the  j)atient  com- 
j)lained  of  occasional  pleuiitic  chest  j)ain. 
Femperature  100.4°F  (38°U),  l)lood  pressuie 
134/9(i,  pulse  81,  and  resj)iration  late  16.  Lungs 
were  clear.  Cardiac  examination  was  remai Table 
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for  a three-component  rnb.  Chest  x-ray  findings 
were  unchanged  and  an  EKG  now  showed  1 mm 
ST  elevations  in  leads  I,  II,  A\X,  and  \h-\T.  In 
addition,  the  previously  inverted  T waves  in  leads 
A\’L,  V5,  and  Ve  had  become  upright  (Fig  2). 
WBC  was  16,000  with  75  per  cent  polymorpho- 
nuclear leukocytes,  1 per  cent  bands,  12  per  cent 
lymphocytes,  1 1 per  cent  monocytes,  and  1 per 
cent  eosinophils.  Hb  was  15.0  g per  cent.  Wester- 
gren  sedimentation  rate  was  25  mm/hour.  Lido- 
caine  was  discontinued,  and  the  patient  received 
propranolol  (10  mg  every  six  hours),  isosorbide 
dinitrate  (40  mg  every  four  hours),  diazepam, 
and  aspirin. 

On  the  fourth  day,  one  episode  of  midsternal 
chest  pressure  was  relieved  with  a sublingtial  ni- 
troglvcerin  tablet.  A pericardial  rtib  was  still  audi- 
ble. EKG  was  unchanged,  and  cardiac  enzymes 
were  normal.  On  the  fifth  hospital  day,  syncope 
occurred  after  a bowel  movement.  Hypotension 
(systolic  BP  50  mm  Hg)  and  bradycardia  (heart 
rate  40)  resolved  with  Trendelenburg  position- 
ing and  atropine  (1  nig).  On  the  sixth  day,  the 
patient  was  ambulatory  and  denied  any  chest  dis- 
comfort. No  rub  was  heard,  and  the  lungs  re- 
mained clear.  EK(i  showed  persistent  ST  eleva- 
tions in  leads  1 and  II  and  telemetry  recorded 
occasional  aberrantlv  conducted  premature  au- 
ricular contractions  (Fig  3).  Later  that  day,  the 
patient  collapsetl  after  rettirning  from  the  bath- 
room. Cardiopulmonary  resuscitation  was  initi- 
ated, the  patient  intubated,  and  a pacemaker 
positioned  because  of  intractable  sinus  bradycar- 
dia. After  unsuccessful  attempts  to  convert  ven- 
tricular tachycardia  and  fibrillation,  the  jiatient 
died. 

Differential  Diagnosis 

I homas  Drew,  Ml)*:  I'his  jiatient  was  a 56-year- 
old  male  with  a history  of  “transient  right  upper 
extremitv  numbness  and  weakness”  several  years 
prior  to  liis  current  problem.  It  remained  unex- 
plained at  that  time  after  a work-up  which  in- 
cluded cerebral  angiography.  The  possibility  of 
an  underiving  or  associated  cardiac  illness 
obviouslv  was  raised,  and  an  exercise  treadmill 
test  was  normal.  He  had  recurrent  episodes  of 
weakness  and  diaphoresis.  It  is  not  stated  in  the 
protocol  whether  the  weakness  was  focal,  or 
whether  it  occurred  with  increasing  freqtiency 
before  his  present  admission.  Certainly,  transient 
arrhvthmias  can  be  associated  with  weakness  and 
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diaphoresis  despite  the  lack  of  palpitations  or  loss 
of  consciousness.  Angina  could  also  evoke  epi- 
sodes of  weakness  and  diaphoresis,  although 
there  was  little  in  the  history  to  suggest  it  at  that 
time.  Recurrent  transient  ischemic  attacks  are 
possible  despite  the  negative  cerebral  arteriogra- 
phy. Finally,  these  symptoms  are  nonspecific 
enough  and  could  have  been  related  to  anxiety. 

The  present  illness  started  with  chest  pressure 
and  associated  dyspnea  and  diaphoresis.  On  ini- 
tial examination  his  elevated  blood  pressure  ( 1 50/ 
90)  could  have  been  stress  related.  The  finding  of 
hypertension  was  corroborated  by  significant 
arteriovenous  nicking  noticed  on  funduscopic 
examination.  The  mildly  elevated  respiratory 
rate  could  be  attributed  to  anxiety.  The  rest  of  the 
examination  was  noteworthy  for  the  paucity  of 
findings.  In  partictilar,  the  lack  of  extrasystoles  or 
murmurs  and  the  presence  of  b(fth  heart  sounds 
virtually  excludes  acute  severe  aortic  regurgita- 
tion. The  lack  of  focal  neurological  findings, 
other  than  a history  of  sensory  loss,  argue  against 
ongoing  focal  embolic  phenomenon.  The  labora- 
tory data  suggest  abnormal  renal  function  with  a 
creatinine  of  1.4,  and  urinalysis  reveals  1 + pro- 
tein which  perhaps  is  attributable  to  his  chronic 
hypertension.  The  Hb  is  elevated,  suggesting 
underlying  lung  disease,  although  there  is  noth- 
ing in  the  history  to  suggest  this  other  than  his 
being  a former  smoker.  The  specific  gravity  of 
1 .030  indicates  a degree  of  hemoconcentration 
which  may  explain  the  elevated  hemoglobin  con- 
centration. Blood  gases  reveal  some  hyperven- 
tilation with  a PCO2  of  29  and  an  increased  arte- 
rioalveolar  gradient  with  a PO2  of  only  72  on 
room  air. 

The  chest  x-ray  film  shows  a prominent  left 
ventricle,  tortuous  aorta,  with  clear  lung  fields. 
The  mediastinum  is  not  widened. 

The  electrocardiogram  (Fig  1)  shows  inferior 
Q waves,  consistent  with  a prior  myocardial  in- 
farction. While  they  are  not  very  wide,  Q in  A\T 
is  41  mm  and  greater  than  half  of  QRS,  which 
meets  criteria  for  prior  myocardial  infarction. 
Additionally,  the  R waves  are  diminutive  until  \4, 
suggesting  the  presence  of  some  anteroseptal 
damage.  Fhe  rule  of  thumb  is  that  there  should 
be  a slow  but  certain  progression  of  R waves 
greater  than  2 mm  in  Vs.  A reading  of  anterosep- 
tal damage  is  precarious,  however,  because  of 
difficultv  with  electrode  placement  for  recording 
anterior  leads  and  other  causes  of  poor  R wave 
progression  stich  as  chronic  obstructive  pulmo- 
narv  disease.  It  should  be  noted  that  the  F waves 
in  both  the  inf  erior  and  the  anteroseptal  leads  do 
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not  suggest  an  acute  process,  although  this  could 
be  misleading  in  a patient  with  chest  pain  of  only 
one  hour's  duration.  The  repolarization  abnor- 
malities are  most  interesting  in  the  lateral  leads. 
The  T wave  is  flattened  in  Lead  1,  inverted  in 
A\'L,  \'.T,  and  Ve  with  upward  coving  of  the  ST 
segment  in  those  leads.  The  clinical  reading  of 
possible  inferior  and  anteroseptal  damage  from 
possible  anterolateral  ischemia  is  certainly 
appropriate.  The  possibility  of  pericardial  and 
other  processes  would  certainly  be  f urther  down 
the  list.  The  presentation  of  chest  pain  and  an 
abnormal  electrocardiogram  are  strongly  sugges- 
tive of  coronarv  artery  disease.  The  patient  was 
admitted  to  the  hospital,  where  both  sublingual 
nitroglycerin  and  narcotics  were  administered 
for  the  relief  of  chest  pain  which  recurred  with- 
out f urther  electrocardiographic  changes.  Nitro- 
paste  was  added,  ft  should  be  added  that  the  pain 
presumably  did  not  respond  to  nitrates  since 
narcotics  were  used  as  well. 

T he  enzvmes  were  significantly  abnormal,  but 
not  indicative  of  an  acute  myocardial  infarction. 
SCiOT,  LDH,  and  CPK  were  all  elevated,  but  the 
myocardial  fraction  was  normal  and  the  LDH 
fractionations  did  not  suggest  myocardial  dam- 
age. In  addition,  the  electrocardiogram  did  not 
evolve  to  changes  consistent  with  an  acute 
myocardial  infarction.  The  second  electrocardio- 
gram reveals  the  same  R wave  configurations  as 
the  first,  but  the  anterolateral  repolarization 
abnormalities  previously  noted  have  essentially 
resolved.  It  is  possible  in  the  evolution  of  an  acute 
myocardial  infarction  to  have  a relatively  normal 
T wave  for  short  periods  of  time  between  an 
episode  of  ST  elevation  and  T wave  inversion. 
However,  the  L waves  were  already  inverted  cm 
admission,  and  the  lack  of  further  evolution 
argues  strongly  against  myocardial  infarction. 

On  the  second  hosjiital  day,  the  j^atient  de- 
veloped occasional  pleuritic  chest  pain,  which 
cannot  be  attributed  directly  to  an  acute  myocar- 
dial infarction.  He  had  a low-grade  fever  and 
remained  h\})ertensive.  A three  conijjonent  rub 
was  heard.  T he  electrocardiogram  (Lig  2)  shows 
definite  S'F  elevation  most  pronounced  in  Leads 
1,  11,  L,  and  the  precordial  leads.  Reexamination 
of  the  second  electrocardiogi  am  shows  a mild  S I 
elevation  and  jjossibly  some  mild  PR  depression. 
Both  are  consistent  with  j^ericarditis,  and  the  di- 
agnosis of  pericarditis  is  inescapable  with  the 
findings  of  pleuritic  chest  pain,  S I elevation  on 
the  electrocardiogram,  and  a three  component 
rub.  The  laboratory  findings  were  nonsjjecific 
and  consistent  with  an  acute  inllammatory  j)ro- 


Figs  1 -3.  Serial  electrocardiograms  on  the  first,  second, 
and  sixth  hospital  days 

cess. 

T he  next  major  event  was  an  episode  of  syn- 
cope which  occurred  after  a bowel  movement. 
Wliile  a vasovagal  episode  alone  could  cause  syn- 
cope, it  seems  unlikely  that  vagal  tone  could  ex- 
plain the  severe  abnormalities  in  a man  without  a 
history  of  jnior  episodes.  Classically,  right  coro- 
nary ischemia  is  associated  with  SA  and  A\'  nodal 
ischemia  and  excess  vagal  tone.  I he  electrocar- 
diograms, however,  do  not  clearly  define  an  acute 
infarction  or  active  ischemia  in  the  distribution  of 
the  right  coronary  artery.  Despite  the  syncopal 
episode,  the  jjatient  was  cjuite  well  the  following 
day,  and  the  rub  had  disaj)j)eared.  f fis  electrocar- 
diogram (fig  3)  revealed  some  jjremature  con- 
tractions which  appeared  to  be  atiial  with  classic 
right  bundle  adherency  and  j)ersistent  S I'  eleva- 
tion. Atrial  arrhythmias  are  not  unexjjected  and, 
in  fact,  arc  verv  common  with  pei icarditis.  I he 
patient  had  another  collapse,  again  after  a bowel 
movement,  with  a fatal  outcome.  Of  particular 
note  is  the  intractable  sinus  bradvcardia  which 
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initiated  the  final  arrest. 

Coronary  disease  clearly  needs  to  be  consid- 
ered in  the  differential  diagnosis.  An  acute 
myocardial  infarction  is  one  possible  considera- 
tion after  episodes  of  chest  pain  related  to  un- 
stable coronary  circidation.  His  electrocardio- 
grams strongly  suggest  prior  myocardial  damage, 
despite  the  lack  of  clinical  history.  He  had  risk 
factors,  including  a family  history,  hypertension, 
and  a history  of  smoking.  Howeyer,  there  are 
several  reasons  for  discarding  coronary  disease  as 
the  primary  cause  of  deatli.  The  patient  had 
clearly  documented  pericarditis.  Although  peri- 
carditis is  a well-known  complication  of  transmn- 
ral  infarctions,  it  is  not  a common  complication  of 
nontransnuiral  or  non-Q  wave  producing  inf  arc- 
tions. Moreover,  he  had  no  ev  idence  of  an  acute 
myocardial  infarction  as  a basis  for  explaining  the 
pericarditis.  The  enzyme  elevations  are  }:>resnm- 
ably  due  to  causes  other  than  a cardiac  source. 

We  shonld  also  consider  multiple  pidmonary 
emboli.  I bis  is  a diffietdt  diagnosis  to  make  be- 
fore death.  It  is  a well-known  complication  of 
chronic  congestive  heart  failnre,  found  fretjuent- 
ly  in  patients  at  the  time  of  autopsy.  However, 
nuiltiple  pulmonary  emboli  are  rarely  diagnosed 
on  a clinical  basis.  The  P()l>  was  not  extremely 
low,  and  he  had  no  evidence  of  right  heart  strain 
by  electrocai  (liogram.  His  resjnratory  rate, 
slightly  elevated  on  admission,  was  normal  on  the 
second  hospital  day.  Pericarditis  is  a possible,  but 
rare,  complication  of  jtnhnonary  emboli  from 
contignons  jjleinitis  associated  with  pulmonary 
infarction.  However,  his  chest  x-iav  studies  and 
clinical  well-being  argue  strongly  against  the  di- 
agnosis of  multiple  jtuhnonary  infarctions.  At  no 
time,  other  than  uj)on  admission,  did  the  patient 
have  dyspnea,  a symptom  almost  invariably 
associated  with  nuiltiple  pulmonary  emboli  and 
his  chest  x-ray  findings  remained  unchanged 
thronghont  his  hospitalization. 

1 he  jtericarditis  suggests  a dif  f erential  diagno- 
sis of  the  other  jjossible  j)rocesses  involved.  I he 
differential  diagnosis  of  acute  pericarditis  is  ex- 
tensive. Infectious  causes  of  jjericarditis  include 
viral,  tuberculous,  bacterial,  mycotic,  and  para- 
sitic etiologies.  The  common  syndrome  of  viral 
pericarditis,  or  what  we  jjresume  to  be  v iral  peri- 
carditis, is  more  commonly  morbid  and  rarely 
mortal.  In  fact,  it  often  is  called  “benign  pericar- 
ditis.” Importantly,  there  was  noting  to  suggest 
an  evolving  severe  inflammatory  process.  'Puber- 
culous  pericarditis  is  less  acute.  A supjnirative 
j)ericarditis  may  have  a malignant  course,  but  it  is 
a very  rare  disorder  in  the  absence  of  a con- 


tiguous infection,  unless,  as  in  open  heart 
surgery,  the  pericardium  has  been  violated.  Sub- 
acute bacterial  endocarditis  should  be  consid- 
ered, as  pericarditis  can  complicate  that  process. 
The  patient  did  not  have  the  constitutional  symp- 
toms of  weight  loss,  fever,  or  clear-cut  evidence 
of  an  intravascular  infection,  rhere  were  no  mur- 
murs and  no  evidence  of  embolic  phenomenon  to 
suggest  endocarditis.  Other  causes  of  infectious 
pericarditis  include  esophageal  perforation  and 
an  intrathoracic  infection,  neither  of  which  is 
present  here.  Mycotic  and  parasitic  infections  can 
be  disregarded,  as  the  host  is  not  immunological- 
ly  impaired.  Neoplasm  can  cause  pericarditis 
either  from  contiguous  spread,  metastatic 
spread,  or,  rarely,  as  a jirimary  pericardial  tumor. 
The  absence  of  constitutional  signs  and  lack  of 
ev  idence  of  a primary  tumor  argue  against  malig- 
nant pericarditis. 

Dressler’s  syndrome  appears  most  commonly 
two  to  ten  weeks  after  myocardial  infarction.  Siz- 
able amounts  of  fluid  may  accumulate,  and  tam- 
ponade is  a significant  complication  of  this  syn- 
drome. However,  there  are  several  problems  with 
this  diagnosis.  There  is  no  definite  history  of  a 
recent  antecedent  myocardial  infarction,  as  the 
age  of  the  presumed  prior  damage  by  electrocar- 
diogram is  unknown.  In  addition,  his  clinical 
course  did  not  follow  severe  pericarditis  with 
fluid  accumulation,  but  rather  that  of  a benign, 
incidental  pericardial  inflammatory  process  fol- 
lowed by  a totally  catastrophic  event  on  the  sixth 
day.  There  was  no  dyspnea,  orthopnea,  increase 
in  heart  size  on  chest  x-rav  examination,  or 
physical  f indings  to  suggest  Dressler's  syndrome. 

Hemopericardium  may  be  caused  by  trauma, 
perforation  of  the  ventricle,  anticoagulant  ther- 
apy, or  dissecting  aortic  aneurysm. 

fhere  are  a number  of  features  in  the  pre- 
sentation which  are  consistent  with  dissection  of 
the  proximal  aorta.  Antecedent  hypertension  was 
present.  The  disease  occurs  three  times  as  com- 
monly in  males.  Although  the  initial  presentation 
was  not  associated  with  heavy  lifting,  he  had  two 
episodes  of  syncope  in  the  last  two  days  of  his 
hospitalization,  including  the  final  episode, 
which  may  have  been  associated  with  straining  of 
stool,  riiis  has  been  reported  in  14  per  cent  of 
patients  with  dissections.  He  did  not  have  severe 
j)ain  as  is  commonly  associated  with  acute  dissec- 
tion. He  could  have  had  a subacute  dissection  or 
reclissection,  which  could  explain,  as  part  of  a 
single  process,  his  initial  neurological  episode 
three  years  earlier.  In  one  series,  syncope  without 
focal  neurological  signs  occurred  in  six  patients. 


38 


Rhode  Island  Medical  Journal 


five  of  whom  were  found  to  have  dissection  into 
the  pericardial  cavity.  Vasovagal  manifestations 
are  common,  as  are  neurological  complications. 
Dissection  of  a proximal  aneurysm  extended  to 
the  coronary  arteries  results  in  myocardial  infarc- 
tion in  one  to  two  per  cent  of  cases,  with  rupture 
into  the  pericardium  occurring  much  more  com- 
monly. The  presentation  of  severe  heart  failure  is 
a complication  of  severe  aortic  regurgitation,  for 
which  there  is  no  evidence  in  this  particular  case. 

In  summary,  I believe  that  this  patient  had  a 
proximal  aortic  dissection  which  was  of  a chronic 
nature  with  rupture  into  the  pericardium  result- 
ing in  his  demise.  I would  postulate  that  a prior 
dissection  or  prior  manifestation  of  the  same  dis- 
section is  the  etiology  for  his  neurological  symp- 
toms and  continuing  svmptoms  during  the  pre- 
vious three  years.  In  addition,  I believe  that  he 
had  atherosclerotic  coronary  disease  as  well  as 
findings  of  chronic  hypertension,  the  latter  re- 
sulting in  his  predisposition  to  dissection.  I can- 
not exclude  right  coronary  artery  involvement  as 
the  cause  of  his  terminal  severe  bradycardia. 

Doctor  Drew’s  Diagnosis 

Proximal  aortic  dissection  with  rupture  into 
pericardium 

Atherosclerotic  coronary  disease 

Essential  hypertension 

Pathological  Discussion 

Carl  H.  Critz,  MD*:  At  autopsy,  external  ex- 
amination revealed  a well-developed,  well- 
nourished  white  man  with  plethora  of  the  upper 
chest,  neck,  and  face.  The  pericardium  was  tense 
and  contained  620  g of  fluid  and  clotted  blood, 
d he  underlying  pericardium  showed  a fibrinous 
pericarditis.  Tbe  adventitia  of  the  ascending  aor- 
ta was  distended  and  hemorrhagic  with  no  dis- 
creet rujjture  site.  The  ascending  aorta  showed  a 
circumferential  medial  dissection  forming  a fiat 
circumferential  false  channel  containing  fluid 
and  clotted  blood.  Ehe  intimal  surface  of  the 
ascending  aorta  was  smooth.  A ragged,  crescent- 
shaped,  intimal-medial  tear,  2.5  cm  by  0.6  cm  in 
size,  was  present  on  the  jjosterior  aortic  wall,  lo- 
cated 1.4  cm  above  the  non-coronary  cusj)  com- 
municating with  the  dissection  d ig  4).  The  prox- 
imal extent  of  the  dissection  was  the  right  coro- 
nary ostium  which  was  not  occluded  and  reached 
within  0.5  cm  of  the  left  coronarv  ostium.  The 
superior  extent  of  (iissection  was  3.5  cm  up  the 
innominate  artery  and  0.5  cm  uj)  both  the  left 
carotid  and  left  subdavian  arteiies.  I he  dissec- 
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Fig  4.  Posterior  aortic  wall  with  intimal-medial  crescent 
shaped  tear 

tion  extended  inferiorly  as  a 0.3  cm  wide  track  in 
the  posterior  aortic  wall  to  the  region  of  the  left 
renal  ostium,  where  it  expanded  to  a 1 .5  cm  by  1 .0 
cm  by  0.5  cm  mural  hematoma  without  re-entry 
or  rupture. 

Coronary  atherosclerosis  was  moderate  with  a 
postero  lateral  patch  of  myocardial  fibrosis  sug- 
gestive of  healed  myocardial  infarction.  There 
was  no  left  ventricidar  hypertrophy  (cardiac 
weight  350  g)  and  no  evidence  of  acute  myocar- 
dial infarction.  Aortic  atherosclerosis  was  mild 
for  age,  and  only  mild  arteriolonephrosclerosis 
was  present.  On  histological  examination,  the  in- 
timal tear  showed  fibrin  and  early  fibroblastic 
repair  reaction  in  the  torn  media.  The  dissection 
was  located  at  the  junction  of  the  middle  and 
outer  third  of  the  media.  Focal  areas  of  grade  1 
cystic  medial  necrosis  were  present,  but  not 
associated  with  the  region  of  dissection.  Laminar 
medial  necrosis  was  present  at  several  levels  con- 
fined to  the  mid-media  and  was  not  involved  in 
the  dissection.  There  was  focal  elastic  fragmenta- 
tion. 

The  most  common  complication  of  aortic  dis- 
section is  ru])ture,  which  usually  occurs  in  the 
ascending  aorta.  Since  the  pericai'dial  reflection 
reaches  the  innominate  artery,  89  per  cent  of 
ruptures  enter  the  pericaiclium,  resulting  in  car- 
diac tamponade.  I he  adventitia  which  forms  the 
outei  wall  of  the  false  channel  is  leaky,  and  the 
surface  may  weep  a serosauguinous  effusion, 
which  elicits  inflammation  in  the  j)ericardium  or 
pleura  prior  to  rupture.  Hirst  rejjoi  ted  a sei  ies  of 
aoitic  dissections  iu  which  six  had  j)ericarditis 
and  four  per  cent  had  premortem  rubs.' 

Anatomic  Diagnosis 

.\ortic  dissection,  ty|)c  A,  with  fibrinous  j)cri- 
carditis,  jjericardial  rupture,  and  cardiac  tam- 
j)onade. 
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view.  Fhree  full  baths;  three  car  garage;  and  ftreplaces  in  the 
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Do  You  Know  an 
Impaired  Physician? 


Starkweathci'  and  Shcj)k‘\ 
Business  Insurance 

Personal  Service 

155  SOUTH  MAIN  STREET 


PROVIDENCE,  RHODE  ISLAND  02903 
421-6900 


Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 
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The  early  years.. .the  middle  years. ..the  later  years... 

it’s  never  too  soon  or  too  late 
to  practice  good  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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Additional  information  available 
to  the  profession  on  request. 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
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For  Oral  Use 


CONTEMPORARY  LUXURY 
MEDICAL  OR  DENTAL 
OFFICE  SUITE 


1 ,000  square  feet 

Award-winning  building  and  landscaping 
Adequate  off-street  parking 


Call: 

Mendell  Robinson,  MD 
130  Waterman  Street 
Providence,  Rhode  Island  02906 
401/331-4444 


Kaplan,  Moran  & Associates,  Ltd. 


CERTll  llA)  PL  BLIC  ACCOlWTASTS 


Richard  A.  Kaplan,  CPA,  ,11) 
Paul  E.  Moran,  CPA 

Personal  Accounting  & 
Tax  Ser\  ices  for  the 
Medical  Profession 
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(401)  273-1800 
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BRIEF  SUMMARY 
PROCARDIA! CAPSULES 

(niledipine) 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (niledipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  f ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation,  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed,  e g , where  pairxhas  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm, or  when  angina  is  refractory  to  nitrates  and'or  adequate  doses  of  beta  blockers 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lor 
Ihe  management  of  chronic  sfable  angina  (effort-associated  angina)  without  evidence  of  vasospasm 
in  palienis  who  remain  symptomalic  despile  adequale  doses  of  bela  blockers  and/or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (etfort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance, 
but  confirmation  of  susfained  ettectiveness  and  evaluation  of  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation IS  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs,  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  of 
PROCARDIA  IS  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  of 
subsequent  upward  dosage  adiustment,  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dosefentanyl  appears  to  be 
due  to  the  combination  of  PROCARDIA  and  a bela  blocker,  bul  Ihe  possibility  that  it  may  occur  with 
PROCARDIA  alone,  with  low  doses  of  lentanyl,  in  other  surgical  procedures,  or  with  other  narcotic 
analgesics  cannot  be  ruled  out 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency,  du- 
ration or  severity  of  angina  on  starting  PROCARDIA  or  at  the  time  of  dosage  increases  The  mech- 
anism of  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate,  or  from  increased  demand 
resulting  from  Increased  heart  rate  alone. 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina,  probably  related  to  Increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatmenf  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  of 
increased  angina  in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  stopping  them  abruptly  before  beginning 

pro(:ardia 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  at  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular  re- 
sistance. caretui  monitoring  of  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patienfs  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings.) 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA,  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  laken 
to  differentiate  this  peripheral  edema  from  the  effects  of  increasing  left  ventricular  dysfunction 

Drug  Interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congesfive  heart 
failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination 

Digitalis  Administration  of  PROCARDIA  wifh  digoxin  increased  digoxin  levels  In  nine  of  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirfeen  pafienfs  with  coronary  artery  disease  In  an  uncontrolled  study  of  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured, digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing,  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

(Carcinogenesis,  mutagenesis,  impairment  of  fertility  When  given  to  rats  prior  to  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  full  prescribing  information  with  reference  to  teratogenicity  in 
rats,  embryotoxicity  in  rats,  mice  and  rabbits,  and  abnormalities  in  monkeys, 

ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness. 
peripheral  edema,  nausea,  weakness,  headache  and  flushing  each  occurring  in  abouf  10%  of  pa- 
tienls,  transienl  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally,  the  following  have  been  reported  muscle  cramps,  nervousness, 
dyspnea,  nasal  and  chest  congestion,  diarrhea,  constipation,  inflammation,  loint  stitfness.  shaki- 
ness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance,  dermatitis,  pruritus,  urticaria,  fe- 
ver, sweating,  chills,  and  sexual  difficulties  Very  rarely,  introduction  of  PRtJCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain,  possibly  due  to  associated  hypotension. 

In  addition,  more  serious  adverse  events  were  observed . not  readily  distinguishable  from  Ihe  nat- 
ural history  of  Ihe  disease  in  these  patients  It  remains  possible,  however,  that  some  or  many  of 
these  events  were  drug  related  Myocardial  infarction  occurred  in  about  4%  of  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2%  Ventricular  arrhythmias  or  conduction  distur- 
bances each  occurred  in  fewer  fhan  0 5%  of  pafients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline  phos- 
phatase. CPK,  LDH,  SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  signiticantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall  bladder 
disease  after  about  eleven  months  of  nifedipine  f herapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain.  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported  twice  in  the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  nifedipine 
PROCARDIA  CAPSULES  are  supplied  in  bottles  of  100  (NOC  0069-2600-66).  300  (NDC  0069- 
2600-72),  and  unit  dose  (10x10)  (NDC  0069-2600-41)  The  capsules  should  be  prolected  from 
light  and  moisture  and  stored  at  controlled  room  temperature  59'  to  77°F  (15°  to  25°C)  in  the  man- 
ufacturer's original  container 

More  detailed  professional  inlormation  available  on  request 


LABORATORIES  DIVISION 

PFIZER  INC 


© 1982,  Pfizer  Inc 
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7 can  do  things  that  I 
couldntdo  forSyrs  including 
joining  the  human  race  again!’ 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%.  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 

patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
r^tipnt«;arPinromnletP 


PROCARDIA 


(NIFEDIPINE) 


Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adioining  page 


600 mg  Tablets 


More  coiiveiqienpor  your  patients 


©1984  The  Upjohn  Company 


The  Upjohn  Company*  Kalamazoo.  Michigan  49001  USA 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of  ^ 

Dalmane®  s# 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy.' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients. 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


Reference*:  1.  Kales  A et  al:  J Clin  Pharmacol  17:207- 
213.  Apr  1977  and  data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley.  NJ  2.  Kales  A:  Data  on  file.  Hoffmann-La  Roche 
Inc.,  Nutley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
l3:\S-22.  Jan  1971  4.  Kales  A el  al:  JAMA  24;:1692-I695, 
Apr  20,  1979  5.  Kales  A,  Scharf  MB,  Kales  JD:  Science 
Z0/:I039-1041,  Sep  15.  1978  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  J Am  Gerialr  Soc  27:S4\  -S40.  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31.  Oct  1978 

10.  Vogel  GW:  Data  on  file.  Hoffmann  La  Roche  fnc.. 
Nutley,  NJ  1 1.  Karacan  I,  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  alter  acute  sleep-wake  cycle  reversal.  Presented  at 
the  iSth  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
30-July  4,  1975.  13.  Data  on  file,  Hoffmann-La  Roche  Inc. 
Nutley,  NJ. 

Dalmane^  ® 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  lluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodicizepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Wetrning*:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol 
lowing  use  for  nighttime  sedation.  This  potential  may 
exist  lor  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precaution*:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Do*age:  Individualize  lor  maximum  beneficial  effect. 
Adulls:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debililaled palienis:  15  mg  recom- 
mended Initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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Only  one 
sle^  medication 
obfectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights. 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued."'^ 


15-mg/30-mg  capsules 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


6nef  Summanr  Consult  the  package  literature  for  prescribing 
inlormation. 

Indications  and  Usage:  Ceclor*  (cetador.  Lilly)  is  indicated  m the 
rrealment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Dipiococcus  pneumoniae).  Haemophilus 
infiuevae.  andS  pyogenes  (group  A beta-hemolytic  streptococa) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication  Ceclor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings.  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  8E  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  (>clor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  coiibs  has  been  reported  v^th  virtually  all 
broad-spectrum  antibiotics  (including  macroiides.  semisynihelic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
its  diagnosis  in  patients  who  develop  diarrhea  in  assooation  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
ot  the  colon  and  may  permit  overorowih  of  Clostridia  Studies 
indicate  that  a toxm  produced  by  Oosindium  ditfiale  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  in  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C diffiaie  Other 
causes  of  colitis  should  be  ruled  out 
Precautions:  General  Precautions— \f  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  it  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  ot  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  in  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  m Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  rt  should  be  recognized  that  a positive  Coombs'  lest  may 
be  due  to  the  drug 

Cedor  should  be  administered  with  caution  m the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
cfinicat  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a faise-positrve  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  vnth 
Benedict  s and  Fehimg  s solutions  and  also  with  Oimtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip,  USP.  Lilty) 

Broad -spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  rn  Pregnancy— Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12  times 
the  human  dose  and  m ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  ot  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  dearly  ne^ed 
Nursing  Mothers— Small  amounts  of  Cedor  have  been  detected  m 
mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  wereO  18.  0 20. 0.21.  andO  16mcg/ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampiciliin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae,  ^ pyogenes 
(group  A beta-hemolytic  streptococci],  or  multiple 
organisms  achieyed  a satisfactory  clinical 
response  with  Ceclor.^ 


Cefaclor 

Pulvules®',  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  ^ctor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  ( 1 in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  leases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis  arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cedor 
Such  readions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
ot  therapy  and  subside  within  a few  days  after  cessation  ot  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  m patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 m 100 
patients) 

Causal  Relationship  (/ncerfa/n— Transitory  abnormalities  m clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Nema/oporehc— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

Renal — Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500}  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R} 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  oi  H influemae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  pentcillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  ^e  prescribing  information 
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I RHODE  ISLAND  MEDICAL  SOCIETY 

Newsletter  " ' " 

Charles  P.  Shoemaker,  Jr.,  MD,  President 
Wendy  J.  Smith,  Editor 


HEALTH  DEPARTMENT  REPORTS  TO  HOUSE  OF  DELEGATES  ON  PHYSICIAN  MANPOWER 

The  state  currently  lacks  a "forum  which  involves  all  the  major  players  in  Rhode 
Island  to  discuss  problems  like  physician  manpower,"  William  J.  Waters,  PhD, 
Rhode  Island  Department  of  Health,  told  the  Society’s  House  of  Delegates  last 
month.  The  manpower  issue  was  scheduled  as  a discussion  item  immediately  before 
the  January  18  meeting  in  response  to  growing  concerns  about  a perceived  over- 
supply of  physicians.  In  addition  to  Waters,  present  from  the  Department  were 
John  Tierney;  Donald  C.  Williams,  MPH;  Robert  Marshall,  PhD;  and  Charles 
McConnell,  PhD. 

The  health  department  officials  also  told  the  RIMS  delegates  that: 

• While  the  estimated  physician/population  ratio  throughout  the  country  is 
expected  to  reach  230/100,000  by  1990,  the  comparable  figure  for  Rhode 
Island  may  well  exceed  270/100,000.  Rhode  Island  currently  ranks  eighth 
among  the  states  in  terms  of  physician/population  ratio. 

• In  1980,  the  Graduate  Medical  Education  National  Advisory  Committee 
(GMENAC)  concluded  that  there  will  be  an  estimated  70,000  "surplus" 
physicians  nationwide  by  1990,  and  140,000  by  2000.  The  Committee, 
which  functioned  under  the  US  Department  of  Health  and  Human  Services 
from  1976  to  1980,  was  charged  with  determining  the  "ideal"  number  of 
physicians  that  would  be  required  for  each  specialty  and  subspecialty. 

• When  the  GMENAC  "optimum"  specialty  projections  were  measured  against 

1980  Rhode  Island  manpower  figures,  the  latest  available,  the  presence 
of  an  oversupply  was  apparent  in  the  following  specialties:  general 

pediatrics,  general  Internal  medicine,  cardiology,  general  surgery, 
orthopedic  surgery,  and  neurosurgery. 

There  was  a shortage,  however,  of  family  physicians,  allergists,  pul- 
monary disease  specialists,  neurologists,  psychiatrists  and  child 
psychiatrists,  radiologists,  pediatric  allergists  and  cardiologists, 
thoracic  surgeons,  and  preventive  medicine  specialists. 

The  following  specialties  were  seen  as  being  "nearly  balanced"  between 
the  supply  of  physicians  and  the  requirements  for  their  services:  der- 

matology, gastroenterology,  obstetrics/gynecology,  ophthalmology, 
pathology,  and  plastic  surgery. 

• It  is  difficult  to  measure  the  impact  of  the  Brown  University  Program 
in  Medicine  and  its  affiliated  training  programs,  the  health  department 
officials  said.  Of  the  390  residency  training  positions  in  the  Brown 
system  in  1982,  an  estimated  27  per  cent  were  filled  by  graduates  of 
the  Brown  medical  program.  Between  20  and  30  per  cent  of  all  residents 
who  train  in  Rhode  Island  subsequently  establish  practices  in  the 
state . 


(continued) 
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PHYSICIAN  MANPOWER  (continued) 


• The  1983  state  health  plan  calls  for  developing  a balance  between  the 

"supply  and  need"  for  physician  manpower.  The  plan  specifically  recom- 
mends that  the  $1.1  million  in  direct  state  support  for  the  Brown  pro- 
gram should  emphasize  primary  care  services.  Moreover,  third  party  payers, 
according  to  the  plan,  should  consider  reviewing  the  impact  of  their  in- 
direct support  of  residency  training  programs. 

Noting  that  the  "figures  clearly  demonstrate  the  need  for  some  type  of  action," 
Waters  called  for  a statewide  forum  to  include  representatives  from  the  practice 
community.  Brown,  Blue  Cross  & Blue  Shield,  and  the  hospitals  to  deal  with  such 
potentially  troublesome  problems  as  the  impact  of  a "physician  glut."  He  also 
suggested  that  the  Society  consider  participating  in  a manpower  survey  with  the 
Department  to  obtain  updated  information.  The  last  survey  of  physician  manpower 
in  Rhode  Island  was  conducted  in  1980. 


ANNUAL  MEETING  SCHEDULED  FOR  MAY  23 

The  Annual  Meeting  of  the  Rhode  Island  Medical  Society  will  be  held  Wednesday, 

May  23,  1984,  at  the  Providence  Marriott,  Society  President  Dr  Charles  P. 
Shoemaker,  Jr.,  recently  announced.  It  will  feature  the  annual  session  of  the 
House  of  Delegates,  and  formal  presentations  by  Drs  Joseph  Boyle,  President- 
Elect,  American  Medical  Association,  and  Robert  G.  Petersdorf,  1984  Chapin 
Orator.  Margaret  Heckler,  Secretary,  US  Department  of  Health  and  Human  Services, 
has  been  invited  to  the  dinner  as  a keynote  speaker. 

Invitations  and  reservation  forms  will  be  in  the  mail  in  early  April. 


INCIDENCE  OF  MALPRACTICE  SUITS  CONTINUES  TO  CLIMB 

It  was  reported  at  the  January  18  meeting  of  the  Rhode  Island  Medical  Society 
House  of  Delegates  that  another  "malpractice  crisis"  appears  imminent  as  one  of 
every  three  Rhode  Island  physicians  currently  faces  a pending  suit.  President- 
Elect  Dr  Paul  J.M.  Healey,  who  serves  as  chairman  of  the  Ad  Hoc  Committee  on 
Tort  Reform,  also  told  the  House  that  the  frequency  and  size  of  award  settlements 
have  increased  substantially. 

The  committee  has  developed  a 1984  legislative  campaign  targeted  toward  several 
limited  objectives,  including  elimination  of  awards  for  "pain  and  suffering," 
a recision  of  the  current  12  per  cent  interest  penalty  added  to  all  awards, 
and  a system  of  structured  payments.  In  addition,  an  issue  of  the  Rhode  Island 
Medical  Journal  will  focus  on  the  problem,  and  an  educational  seminar  on  risk 
management  is  planned  for  next  fall. 

In  other  actions,  the  House  of  Delegates: 

• approved  a petition  by  the  Rhode  Island  Urological  Society  for  designation 
as  an  "officially  recognized  specialty  society"  with  full  voting  privileges 
in  the  House. 

• approved  a policy  statement  on  representation  of  the  Rhode  Island  Medical 
Society  before  the  General  Assembly  and  other  government  agencies. 

• noted  that  discussions  are  continuing  with  representatives  of  New  England 
Bell  to  investigate  the  feasibility  of  implementing  a 911  emergency  number 
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HOUSE  OF  DELEGATES  (continued) 


system  in  Rhode  Island.  The  state  is  one  of  the  few  jurisdictions  in  the 
country  without  a 911  system. 

• received  a report  that  the  trustees  of  the  Caleb  Fiske  Fund  have  selected 

"A  Current  Technological  Innovation  and  Its  Impact  on  Medicine”  as  the  topic 
for  the  1984  Fiske  Fund  Competition.  The  1984  prize  will  be  an  award  up  to 
a maximum  of  $2,500. 

• received  a report  which  indicates  that  total  Society  expenditures  for  1983 
were  $441,696  and  total  receipts  were  $404,038.  A certified  audit  of  the 
Society's  financial  records  will  be  performed  later  this  spring.  As  of 
December  31,  1983,  there  were  1,375  members  of  the  Rhode  Island  Medical 
Society,  including  17  student  members  and  220  members  who  are  dues  exempt 
because  of  their  age,  disability,  retirement,  or  status  as  clergy.  The 
Society  gained  61  new  members  during  the  past  year. 


PERIPATETICS 

Members  in  the  news  include: 

• Edwin  N.  Forman,  MD,  a Providence  pediatric  oncologist,  has  been  elected 
president  of  the  Rhode  Island  Division  of  the  American  Cancer  Society.  The 
new  president-elect  is  Francis  J.  Cummings,  MD,  also  of  Providence. 

• St.  Joseph  Hospital  has  named  Allan  A.  DiSimone,  MD,  Johnston,  as  director 
of  its  department  of  surgery. 

• Tumkur  B . N . Kumar , MD , Pawtucket,  has  been  elected  a fellow  of  the  American 
College  of  Chest  Physicians. 

• The  American  College  of  Surgeons  recently  inducted  Daniel  E.  Wrobleski,  MD, 
a Providence  colon  and  rectal  surgeon,  as  a fellow. 

• New  medical  staff  officers  at  Roger  Williams  General  Hospital  include 
Howard  S.  Sturlm,  MD,  president;  Mario  Taml,  MD,  vice-president;  Philip 
0 ' Dowd , MD , secretary-treasurer ; and  Anthony  F.  Testa,  MD,  delegate  to 
the  Executive  Committee.  All  are  from  Providence. 

• The  Staff  Association  of  Rhode  Island  Hospital  also  has  elected  its  new 

officers  for  1984:  John  Lathrop,  MD,  president;  Paul  Sydlowski,  MD, 

president-elect;  Joseph  Lombardozzi,  MD,  vice-president;  and  Kenneth  E. 
Liffmann,  MD,  treasurer.  Members  at  large  of  the  Executive  Committee 
include  Jacek  Franaszek,  MD;  Mary  D.  Lekas,  MD;  Lawrence  Colasanto,  MD; 
and  Boyd  King,  MD. 


PRACTICE  MANAGEMENT  PROBLEM  OF  THE  MONTH: 

ARE  SERVICE  BUREAUS  A VIABLE  ALTERNATIVE  TO  AN  IN-HOUSE  COMPUTER? 

For  some  office  practices,  a service  bureau  may  provide  an  acceptable  compromise 
between  a manual  system  and  an  in-house  computer.  Service  bureaus,  which  ori- 
ginally offered  a service  now  known  as  "batch  processing,"  first  began  to  appear 
in  the  mid-1960s  in  response  to  the  growing  administrative  burden  of  insurance 
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PRACTICE  MANAGEMENT  PROBLEM  (continued) 


claims  forms.  As  computer  technology  advanced  and  practice  requirements  became 
more  sophisticated,  service  bureaus  initiated  time-sharing  services  which  link 
remote  terminals  in  the  physician’s  office  with  a central  computer  at  the  bureau. 

Holv  doe6  batch  pAoceA6^ng  wo^k? 

Under  a batch  processing  service  agreement,  the  data  on  patients,  the  services  per- 
formed, and  insurance  claims  are  recorded  for  a specific  period  and  transmitted  to 
the  service  bureau  in  a batch  by  mail  or  delivery.  Usually,  batch  processing  by 
an  outside  organization:  1)  improves  control  of  the  practice  by  providing  reports 
on  financial  activity  and  practice  productivity;  2)  reduces  workload  by  transfer- 
ring the  preparation  of  patient  statements,  insurance  forms,  and  financial  reports 
elsewhere;  and  3)  provides  the  advantage  of  computer  support  without  many  of  the 
responsibilities  and  expense  of  purchasing  a computer. 

Many  physicians,  however,  especially  those  who  require  prompt  service,  find  that 
batch  processing  is  too  slow  and  cumbersome  for  their  needs.  The  updated  records 
are  available  only  when  the  processing  cycle  at  the  service  bureau  is  complete 
and  the  information  is  returned  to  the  practice.  Moreover,  errors  and  omissions 
discovered  during  the  editing  process  at  the  bureau  must  be  returned  for  correc- 
tion and  verification. 

For  some  practices,  other  disadvantages  may  be  even  more  significant.  Among  these 
are  the  possibility  of  losing  data  between  the  practice  site  and  the  bureau,  poten- 
tial breaches  of  patient  confidentiality,  and  the  lack  of  immediate  access  to  pa- 
tient records  and  financial  data  during  the  processing  cycle.  Finally,  as  most 
batch  processing  arrangements  are  billed  on  a piecework  formula,  the  service  can 
be  comparatively  expensive,  even  for  practices  with  few  transactions. 

{jJhcut  abouX  t^z-ihoA^ng? 

With  a "time-sharing"  arrangement,  a central  computer  at  the  service  bureau  is 
linked  to  different  practices  through  computer  terminals  at  each  office  and  dedi- 
cated telephone  lines.  It  offers  significant  advantages  to  batch  processing  as 
data  can  be  transmitted  immediately  and  the  physician  may  obtain  patient  informa- 
tion at  any  time.  In  its  most  sophisticated  form,  a time-sharing  service  closely 
resembles  an  in-house  computer,  except  that  high  volume  material  usually  is 
printed  at  the  service  bureau  and  delivered  to  the  practice.  Some  time-sharing 
services,  however,  transmit  the  processed  data  back  to  the  practice  site  for 
printing . 

There  are  some  disadvantages,  including  the  storage  of  patient  data  at  a remote 
site  not  under  the  direct  control  of  the  practice.  The  service  also  involves  a 
significant  investment  in  continuing  costs  for  communication  equipment  and  service 
charges.  For  each  video  display  terminal,  the  monthly  rental  cost  may  be  as  high 
as  $450.  The  monthly  processing  fee,  like  batch  processing,  is  determined  by  the 
volume  of  transactions  and  can  accumulate  quickly  depending  on  the  type  of  prac- 
tice. 

For  these  reasons,  batch  processing  and  time  sharing  may  be  the  solution  for 
extremely  specialized  practices  with  a low  volume  of  daily  transactions.  Prac- 
tice management  experts  recommend  that  the  service  bureau  should  be  selected 
with  extreme  care.  Physicians  should  limit  their  choices  to  bureaus  which  have 
been  in  business  for  at  least  three  years  and  specialize  in  medical  or  dental 
practices.  The  bureau  should  be  asked  to  supply  the  names  of  references  (pre- 
ferably physicians  with  similar  practices) , provide  samples  of  the  forms  to  be 
used  by  the  practice,  and  provide  adequate  back-up  in  case  of  equipment  mal- 
function. 
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ADAMS, 

SARGENT 

REHABnJTATION 

CENTER 

DeCAPORALE 

through  rehabihtotion, 

the  restorcrtion  of  human  potential 

& ANTONIO 

We  are  pleased  to  announce  the  addition  of 

Th: 

FR  AiTilOFlMBV®;AT  LAW 

Physical  Therapy  Services 

library  of  medicine 

POSTON.  MA 

as  a supplement  to  our  existing  services 
★ speech  and  language  pathology 

MAK  14tdd4 

★ audiology  ★ occupational  therapy 

General  Law  Practice 

★ education  ★ psychology  ★ social  services 

Medical  Collections 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 

consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 

144  Waterman  Street 

call  751-31 13. 

Providence,  Rhode  Island 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 

401/421-1364 

CARE  FOR  YOUR  COUNTRY. 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment' 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below 


CALL  COLLECT  OR  USE  THE  COUPON  AT  RIGHT:  (203)  525-2616 

AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 


EFFICIENT  PRIVATE 
EMERGENCY  ROOM 
PAWTUCKET  AREA 

Good  Patient  Census 

25  per  cent  or  more  shares 
available  for  sale 

For  further  information: 

West  Bay  Medical  Associates 
1370  Cranston  Street 
Cranston,  Rhode  Island  02920 


Pnmude- 

^e/uUce 


/OO  Wamfuxma/f  ^'lad  CaAi  Pnond&nce 

40HU3S-U215 


WARWICK 

FOR  SALE 

Near  Kent  County  Hospital 
8-10  Offices  (1,700  square  feet) 
Excellent  Location  for  Physician  Offices 
or  Medical  Laboratory;  Vinyl  Siding 
Quoting  $95,000 

FOR  LEASE 

Post  Road  Near  Airport 
New  Building  — 2,500  square  feet 
$7  square  foot 


J.WR1KER 

^EAL  ESTATE 

MLS- REALTORS 


401-884-8050/739-0222 


FOR  SALE 

Four  Examination 
(or  Consultation)  Rooms 

Waiting  Room 

Business  Office 
Lavette  — Mini-Laboratory 

Gene  Nelson  Brokers  Protected 

421-8115 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 


• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  ‘by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 

PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 


54 


Rliode  Island  Medical  Journal 


Rhode  Island 


February  1984 

Volume  67,  Number  2 


Medical  Journal 


EDITORIAL  STAFF 

Seebert  J.  Goldowsky,  MD  Wendy  J.  Smith 

Editor-in-Chief  Managing  Editor 


John  E.  Farrell,  ScD 

Managing  Editor  Emeritus 


EDITORIAL  BOARD 

*Guy  A.  Settipane,  MD 

Chairman 

^Stanley  M.  Aronson,  MD 

Contributing  Editor 

*Maurice  M.  Albaia,  MD 
Paul  Calabresi,  MD 
Pierre  M.  Galletti,  MD,  PhD 


Donald  S.  Gann,  MD 
‘John  F.  W.  Gilman,  MD 
‘Edwin  J.  Henrie,  MD 
‘Patrick  R.  Levesque,  MD 
Robert  V.  Lewis,  MD 

Robert  Powei 

Student 


•Member  of  Publications  Committee 

‘Peter  L.  Mathieu,  Jr.,  MD 
‘P.  Joseph  Pesare,  MD 
‘Sumner  Raphaei,  MD 
Henry  T.  Randali,  MD 

Joseph  Amaral,  MD 

Resident 


OFFICERS 

Charles  P.  Shoemaker,  Jr.,  MD  Frank  G.  DeLuca,  MD 

President  Vice-President 

Paul  J.  M.  Healey,  MD 

President-Elect 


Milton  W.  Hamolsky,  MD 

Secretary 

Kenneth  E.  Liffmann,  MD 

Treasurer 


DISTRICT  AND  COUNTY  PRESIDENTS 


Leonard  J.  Parker,  MD 

Bristol  County  Medical  Society 

John  C.  Osenkowski,  MD 

Kent  County  Medical  Society 

Elie  J.  Cohen,  MD 

Newport  County  Medical  Society 

Robert  S.  Burroughs,  MD 

Pawtucket  Medical  Association 


George  N.  Cooper,  Jr.,  MD 

Providence  Medical  Association 

Thomas  J.  Coghlin,  MD 

Washington  County  Medical  Society 

Orazio  J.  Basile,  MD 

Woonsocket  District  Medical  Society 


I 

Rh^a  Island  Medical  Journal  is  owned  and  published  by  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island  02903,  Ph:  401  331  -3207,  Single  copies  $2.00  — 
I $15  00  (Mr  year  (members  of  the  Rhode  Island  Medical  Society — $5  00  annually).  Published  articles  represent  opinions  of  the  authors  and  do  not  necessarily  reflect  the  official  policy 

OT  ine  Rhode  Isisnd  Medtcal  Society  unless  clearly  specified  Advertisements  do  not  imply  sponsorship  or  endorsement  by  the  Rhode  Island  Medical  Society.  Second  class  postaoe  paid  at 
. Providence.  Rhode  Island  and  at  additional  mailing  offices  ISSN  0363-7913  k » 


JJ 


February,  1984  — \'ol.  (w 


In  the  space  age, 
operating  a medical  office 
without  a computer 
is  like  performing  surgery 
hy  candieiight! 

A computer's  brains  are  called  "software.”  If  your  computer  had  the  brains  of  an  Einstein,  it  could  solve 
every  problem  in  your  office.  So  educate  your  computer.  Give  it  the  best  software  available  in  the  Rhode 
Island  area  from  the 

Software  Library 

The  Software  Library  offers  to  demonstrate  in  your  office  the  following  "brain  systems”  for  your 
computer; 

• MICRO  MED  (The  Rhodes  Scholar  of  software) 

It  prints  and  fills  out  up  to  99  different  insurance  forms. 

It  prepares  a complete  bill  before  the  patient  steps  out  the  door. 

It  files  information  and  creates  reports. 

It  reminds  patients  of  appointments  and  overdue  bills,  or  just  sends  them  a nice  letter. 

• MEDICAL  MANAGER  BY  SYSTEMS  PLUS  (smart  enough  to  get  into  medical  school) 

It  files  anything. 

It  informs  patients  about  medical  costs  and  balances  due. 

It  helps  collect  insurance  claims  and  overdue  accounts. 

It  presents  claims  to  insurance  companies,  no  matter  how  many  companies  or  how  many  claim  formats. 

• I.M.S.  MEDICAL  OFFICE  MANAGEMENT  SYSTEM  (on  the  Dean's  List) 

It  groups  medical  charges  for  several  family  members  into  one  statement. 

It  prints  statements  with  balance  due  for  patients. 

All  this  software  will  run  on  NEC-APC,  ZENITH-100,  EAGLE,  ALTOS  (multi-user  systems)  as 
well  as  most  popular  micro-computers.  So  if  you  have  your  own  computer  hardware,  regardless 
of  its  name,  we'll  teach  it  to  solve  all  your  office  problems.  If  you  don't  have  a computer  already, 
we'll  get  one  for  you  and  supply  the  brains.  Then  you  can  call  it  the  EINSTEIN. 

Software  Library 
5 1 Bassett  Street 
Providence,  R.I.  02903 
Phone:  (401)  331-7664 


56 


Rhode  Island  Medical  Journal 


OFFICE  SUITE  AVAILABLE 
MOSHASSUCK  MEDICAL 
BUILDING 

800  sq.  feet  with  the  option  of  additional 
space  on  a part-time  basis;  can  subdivide. 

Centrally  air-conditioned;  utilities;  security; 
cleaning  service;  ample  parking;  and  ac- 
cess to  full  laboratory,  radiology,  diagnos- 
tic imaging,  and  pharmacy  services,  and 
more  than  50  physicians. 

For  additional  information, 
call  401/331-1221. 


■WHArS  THAT 
FUNNY  SMEUr’ 

It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids. 


PHARM>vaST5  AGAIfsiST 
DRUG  ABUSE 


THE  KINDS 
OF  DRUGS 
KIDS  ARE 
GETTING 
WT0.1®/ 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


FAMILY  PHYSICIAN 
NEEDED 

Rhode  Island:  Experienced 
family  physician  for  busy,  grow- 
ing walk-in  practice  in  Rhode  Is- 
land coastal  village.  Growing 
community  with  large  industrial 
complex  nearby.  Currently 
20,000  patient  visits  yearly. 
Good  growth  potential.  Salary 
and  benefit  package  negoti- 
able. Send  CV  to  Administrator, 
7260  Post  Road,  North  Kings- 
town, Rhode  Island  02852. 
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MED-TEMPS,  INC. 

1429  Warwick  Avenue 
Warwick,  Rl  02888 
401/463-7230 

Qualified  Temporary  Medical 
Office  Personnel 

Assistants  Transcriptionists 

Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/463-7230 


H X'Ray 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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Increasing  Attention  Is  Given  to  Procurement  and  Transplantation  of  Kidneys,  Livers,  and  Other  Organs 
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COVER: 

Mikey  Almeida  of  Tiverton,  Rhode  Island,  who  received  a liver  transplantation  in  1983.  For  the  past  year,  the  Society  has 
participated  in  an  educational  program  intended  to  stimulate  public  awareness  of  the  importance  of  organ  donations.  As  part  of  this 
effort,  the  February  issue  features  an  analysis  of  organ  transplantation  from  a variety  of  perspectives.  We  are  especially  pleased 
that  the  editorial  has  been  contributed  by  the  Hon.  J.  Joseph  Garrahy,  Governor,  State  of  Rhode  Island  and  Providence 
Plantations.  See  page  61. 

Photograph  provided  courtesy  o/The  Providence  Journal. 
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MASTER 

HEALTH 

Ocean  State 
Master  Health  Plan,  Inc. 


JANUARY  1984 


MASTER  HEALTH 
UPDATE 

OCEAN  STATE  MASTER  HEALTH  PLAN,  INC. 


NEW  PROVIDERS 

The  following  providers  have  recently  joined 
our  rapidly  growing  health  care  network: 

Charles  DeAngelis,  M.D. 

George  D.  Noble,  M.D. 

Abdul  Memon,  M.D. 

Domenic  C.  Petronio,  M.D. 

Richard  Bianco,  D.O. 

Howard  Lampal,  M.D. 

John  Montgomery,  M.D. 

Dennis  DiMatteo,  DPM 
John  Corvese,  O.D. 

Robert  J.  Tefft,  jr.,  M.D. 

Christos  Erinakes,  M.D. 

Robert  L.  Lombardo,  M.D. 

Adbib  Mecherefe,  M.D. 

W.  John  Abadier,  M.D. 

PREVENTIVE  HEALTH  PROMOTION 

We’ll  Swap  Dollars  for  Pounds! 

OSMHP  is  offering  a $200  cash  reward  for 
weight  loss  with  successful  maintenance.  For 
further  information  contact  our  Medical 
Services  Dept.  273-7050. 

IT  PAYS  TO  KEEP  YOU  HEALTHY! 

NEW  LOCATION 

The  administrative  offices  of  the  Ocean  State 
Master  Health  Plan  are  now  located  at  339 
Eddy  Street,  Providence,  R.l.  02903. 


NEW  GROUPS 

New  Employer  Groups  presently  offering  the 
Plan: 

OLD  STONE  BANK 
TEXTRON,  INC. 

GORHAM 

SPEIDEL 

BOSTITCH 

PHILIP  A.  HUNT  CHEMICAL  CO. 
SWANK,  INC. 

ARTHUR  YOUNG  & COMPANY 
NEW  ENGLAND  TELEPHONE 
HASBRO  INDUSTRIES 
RHODE  ISLAND  HOSPITAL 
WOMEN  & INFANTS  HOSPITAL 
WESTERLY  HOSPITAL 

MARKETING  UPDATE 

On  December  30, 1983  Master  Health  received 
approval  from  the  Department  of  Business 
Regulation  for  its  proposed  1984  premium 
rates. 

ENROLLMENT  EPIDEMIC 

The  past  three  months  have  seen  an  increased 
incidence  of  OSMHP  subscribers.  Enrollment 
has  risen  from  800  to  1600  subscribers.  There 
seems  to  be  no  cure  for  this  epidemic. 

AFFILIATION  INFORMATION 

Please  contact  our  Provider  Relations 
Department  at  273-7050. 


EDITORIALS 


A Simple  Act  of  Giving 

During  the  past  year,  the  Society  has  participated 
in  a program  designed  to  increase  public  aware- 
ness of  the  importance  of  organ  donation. 
Organized  under  the  aegis  of  the  Governor’s 
office,  the  program  is  being  implemented  by  the 
Life  Underwriters  Association  of  Rhode  Island 
with  the  cooperation  of  the  Rhode  Island  Medical 
Society;  the  Department  of  Health;  the  Rhode 
Island  chapters  of  the  American  Academy  of 
Pediatrics  and  American  College  of  Emergency 
Physicians;  the  Hospital  Association  of  Rhode 
Island;  the  Rhode  Island  Lions  Sight  Foun- 
dation; the  Rhode  Island  Kidney  Foundation; 
the  Rhode  Island  Association  for  the  Blind; 
Donor  Alert;  and  the  New  England  Organ  Bank. 
The  theme  of  the  program,  “a  simple  act  of  giv- 
ing,” has  been  publicized  on  local  television 
broadcasts  and  before  civic  organizations 
throughout  the  state. 

While  liver  transplantations  have  stimulated  an 
unprecedented  degree  of  public  interest,  the 
need  for  other  organs  remains  acute.  According 


The  Importance  of  Public 
Involvement  in  Organ  Procurement 

I should  like  to  take  this  special  opportunity  to 
thank  the  representatives  and  members  of  the 
Rhode  Island  medical  community  for  their  par- 
ticipation in  our  Organ  Donor  Awareness  Iho- 
gram.  We,  in  Rhode  Island,  have  witnessed  the 
plight  of  families  seekiiig  life-saving  organs  for 
their  seriously-ill  loved  ones.  Rhode  Island  has 
reacted  in  its  usual  humanitarian  way.  A group  of 
volunteers  from  many  walks  of  life  have  come 
together  through  the  efforts  of  the  Rluxle  Island 
Life  Insurance  Underwriters  Association  to 
address  the  problem  of  this  shortage  of  organs 
for  transj)lantation. 

Our  task,  and  the  goal  of  this  jjrogram,  is  to 
help  make  certain  that  every  patient  who  needs 
an  organ  for  a transplant  is  afforded  that  oppor- 
tunity. Although  the  need  for  livers  has  received 


to  the  New  England  Organ  Bank,  more  than 
1,000  persons  in  the  six-state  New  England  re- 
gion would  be  suitable  candidates  for  renal  trans- 
plantation if  a sufficient  number  of  kidneys  were 
available.  An  estimated  130  New  Englanders  are 
awaiting  corneal  transplants,  and  an  unknown 
number  could  potentially  benefit  from  skin  and 
bone  transplantations. 

As  part  of  the  public  education  campaign,  this 
issue  of  the  Rhode  Island  Medical  Journal  focuses 
on  organ  procurement  from  several  perspectives. 
Additional  information  as  to  the  specific  criteria 
for  organ  donation  is  available  from  the  Boston- 
based  New  England  Organ  Bank.  It  maintains  a 
24-hour  “hotline”  at  617/277-8500;  collect  calls 
are  accepted.  The  Rhode  Island  Department  of 
Health  has  produced  an  informational  brochure 
which  is  suitable  for  distribution  to  patients  and  a 
cardboard  poster  appropriate  for  office  display. 
Both  are  available  from  the  Governor’s  Citizen 
Information  Service  (401/277-2494). 


much  publicity  of  late,  the  inadecpiacy  of  the 
supply  of  kidneys  and  other  organs  is  of  ecjual 
concern.  About  20,000  potential  donors  die  each 
year;  yet  90  j)er  cent  of  them  do  not  donate. 

This  awareness  campaign  is  an  attempt  to  in- 
crease the  donation  of  organs  by  educating  health 
care  professionals  and  the  |jublic  about  the  criti- 
cal need  for  organ  donations.  The  purj^ose  of  the 
campaign  is  to  encourage  families  to  think  about 
donation  before  a tragedy  occurs.  It  is  hoped  that 
the  medical  community  will  come  to  uiulerstand 
better  the  donation  j)iocedures  and  responsibili- 
ties so  that  they  may  pro\ide  the  necessary  suj)- 
j)ort  and  guidance  to  families  who  need  it. 

riiis  may  be  the  first  canij^aign  anywhere  in  the 
nation  which  addresses  the  need  to  increase 
awareness  by  both  the  public  and  health  profes- 
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sionals  of  this  critical  health  issue.  Once  again, 
Rhode  Island  is  in  the  forefront  in  responding  to 
the  needs  of  our  citizens.  Equally  significant  is  the 
fact  that  in  Rhode  Island  we  have  brought  gov- 
ernment, private  groups  and  individuals,  and 
leaders  in  the  health  field  together  to  make  a 
serious  impact  on  this  situation. 

I should  like  to  thank  the  numerous  public  and 
private  agencies  which  have  contributed  to  this 
effort.  In  addition  to  the  outstanding  commit- 
ment of  the  Life  Insurance  Underwriters  Asso- 
ciation, especially  John  Corhishley,  who  is  coordi- 
nating this  effort,  officials  of  the  Rhode  Island 
Medical  Society,  the  Rhode  Island  Chapter  of  the 
.American  .Academv  of  Pediatrics,  the  Rhode  Is- 
land Chapter  of  the  American  Ca)llege  of 
Emergency  Phvsicians,  the  Hosj)ital  .Association 
of  Rhode  Island,  the  Rhode  Island  Dejiartments 
of  Health  and  Transportation,  the  New  England 
Organ  Bank,  the  Rhode  Island  .Association  for 
the  Blind,  the  Rhode  Island  Eoundation,  the 
Lion’s  Sight  Foundation,  the  Kidnev  Eoundation, 
our  local  media,  and  many  individual  volunteers 


are  participating  in  this  camjjaign.  In  Just  a few 
months,  they  have  designed  the  means  for  in- 
creasing information  and  awareness  among  the 
general  public  and  among  our  health  profession- 
als. 

The  Rhode  Island  Medical  Society  is  to  he  com- 
mended in  a special  way  for  its  leadership  in  the 
effort  to  inform  and  assist  the  physicians  of  the 
state.  The  dedication  of  this  issue  of  the  Rhode 
Island  Medical  Journal  to  the  discussion  of  organ 
donation  exemplifies  this  leadership  and  a 
unique  commitment  to  community  responsibil- 
ity. I Join  with  the  medical  society  in  urging  the 
entire  health  care  community  to  become  familiar 
with  the  need  for  and  importance  of  organ  dona- 
tion. It  is  to  you  that  many  of  us  will  turn  for 
guidance  and  direction  as  we  make  our  personal 
decisions  to  donate. 

J.  Joseph  Ciarrahy 
Ciovernor 

State  of  Rhode  Island 

and  Providence  Plantations 
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Public  Awareness  Campaign  and 
Long-Range  Planning  Activities 

This  issue  of  the  Rhode  Island  Medical  Journal  fo- 
cuses exclusively  on  the  procurement  and  trans- 
plantation of  human  organs.  As  few  of  us  are 
directly  involved  with  transplant  procedures,  it  is 
tempting  to  set  the  journal  aside  and  get  on  with 
something  else.  Beause  of  rapid  developments  in 
the  field  of  organ  transplantation,  however,  we 
are  becoming  more  involved  on  a daily  basis.  At 
the  very  least.  The  Providence  Journal  has  re- 
minded us  constantly  of  the  advances  made  in 
heart  and  liver  transplantations. 

As  practicing  physicians,  we  must  remain 
abreast  of  recent  clincial  advances  for  two 
reasons.  The  first  is  to  present  current  informa- 
tion to  patients  who  may  be  appropriate  candi- 
dates for  transplantation  due  to  organ  failure. 
Secondly,  the  number  of  inquiries  from  the  rela- 
tives of  potential  donors  about  the  possibility  of 
organ  donation  are  increasing,  primarily  as  the 
result  of  widespread  publicity  in  the  media.  Un- 
fortunately, many  of  us  are  not  aware  of  the 
criteria  for  transplantation,  let  alone  the  logistical 
procedures  involved. 

Both  ])hysicians  and  the  public  are  becoming 
more  cognizant  of  the  significance  of  the  prob- 
lem. As  physicians,  we  should  educate  both 
ourselves  and  our  jiatients.  We  owe  it  to  our  pa- 
tients to  be  informed  of  the  potential  benefits  of 
transplants,  or,  if  dealing  with  an  unfortunate 
victim,  to  offer  the  family  the  consolation  of  ben- 
efiting another  person  tlirough  organ  donation. 

Long-Range  Planning  and  the  Society 

At  its  December  meeting,  the  Ciouncil  authorized 
the  president  to  appoint  a Long-Range  Planning 
Committee.  I he  action  was  taken  as  a result  of  a 
proposal  f rom  W’ashington  Ciounty  to  extend  the 
term  of  the  president  and  to  cotisider  remunera- 
tion as  partial  comjjensation  for  lost  practice 
time.  Another  item  to  be  considered  by  the  new 
committee  is  the  current  method  of  membership 
representation  through  the  district  and  county 
medical  societies.  Because  concerns  have  been 
voiced  about  the  level  of  activities  in  some  county 
.societies,  some  members  have  advocated  rejjre- 


Charles  P.  Shoemaker,  Jr.,  MD 


sentation  through  the  state  specialty  societies  as  a 
viable  alternative. 

The  length  of  office  and  compensation  are 
both  difficult  issues  to  address.  With  the  “right” 
person,  it  would  make  sense  to  extend  the  term  of 
office  since  a certain  amount  of  momentum  is  lost 
with  the  transition  of  off  icers  each  sj^ring.  It  must 
be  noted,  however,  that  the  continued  growth  of 
the  Society  dejjends  on  the  ability  of  its  leaders  to 
respond  to  rapidly  changing  developments  and  a 
constant  stream  of  j)roposals  from  the  State 
House.  Because  of  the  range  of  jn'oblems  facing 
us,  new  peojjle  with  fresh  ideas  must  be  involved 
in  the  jjrocess. 

The  issue  of  representation  is  even  thornier.  It 
has  become  increasingly  apparent  that  manv 
jihysicians  feel  more  closely  tied  to  their  hospital 
staffs  and  sj)ecialty  organizations  than  to  their 
county  medical  societies.  Lhis  does  not  jjiesent 
much  of  a jjroblem  in  such  (ounties  as  Newport 
where  the  hosj)ital  medical  staff  and  the  countv 
society  are  neaily  the  same  organization.  Within 
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larger  district  societies,  however,  it  is  likely  that 
the  delegation  to  the  Council  and  House  ot  Dele- 
gates will  include  representatives  from  only  a few 
of  the  large  metropolitan  hospitals.  While  many 
of  the  problems  faced  by  each  hospital  staff  are 
unitjue  to  that  institution,  others  affect  all  phvsi- 
cians,  regardless  of  their  specialty  or  hospital  af- 
filiations. In  recent  months,  these  issues  ha\e  in- 
cluded such  problems  as  the  “physician  glut,” 
dosed  medical  staffs,  the  Joint  Commission  on 
the  Accreditation  of  Hospitals  yJCf\H)  standards, 
and  “do  not  resuscitate”  orders.  In  response  to 


Thanks  to  you... 
it  works... 
for  ALL  OF  US 


Unibed  W^y 


the  concerns  of  hospital  staffs,  the  AMA  has 
established  a section  council  with  f ull  voting  priv- 
ileges. It  may  also  be  approj^riate  for  the  Society 
to  consider  establishing  more  formal  linkages 
with  hospital  medical  staf  fs  throughout  the  state. 
Specialty  societies  already  have  \oting  repre- 
sentation within  the  House  of  Delegates. 

If  the  Society  is  to  remain  viable,  we  must  orga- 
nize to  meet  the  challenges  of  tomorrow.  \’our 
reactions  to  these  various  suggestions  would  be 
helpful  as  we  consider  how  to  restructure  our 
priorities. 


ARE  YOU  PLANNING 
TO  MOVE? 


If  SO,  please  send  us  your  new  address 
at  least  six  weeks  before  your  planned 
move  to  continue  receiving  the  Journal 
on  a timely  basis. 

Please  send  your  new  address, 
together  with  your  current  Journal  mail- 
ing label,  to: 


Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  Rhode  Island  02903 
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Organ  Procurement: 

The  Role  of  the  New  England  Organ  Bank 

Regional  Organ  Bank  May  Well  Serve  as  a 
Model  for  a National  Procurement  System 

Judith  Shaw  Lucier,  RN 
James  W.  Bradley,  BS 
Sang  I.  Cho,  MD 


The  New  England  Organ  Bank  (NEOB)  was 
established  in  1968  as  a regional  organ  procure- 
ment agency,  as  the  result  of  a collaborative  effort 
by  the  13  renal  transplant  centers  in  New  Eng- 
land to  promote  the  procurement,  preservation, 
and  equitable  distribution  of  cadaveric  kidneys 
for  transplantation.'  A private  non-prc:)rit  organ- 
ization, it  is  not  affiliated  with  anv  individual  hos- 
pital or  university.  The  organ  bank  is  governed 
by  a board  of  trustees  which  is  broadly  repre- 
sentative of  the  regional  interests  concerned  with 
transplantation.^ 

Three  internal  divisions  — administration,  tis- 
sue typing,  and  procurement  and  preservation  — 
are  responsible  for  its  day-to-day  operation.  The 
tissue  typing  laboratory  performs  the  necessarv 
histocompatibility  testing  and  maintains  monthly 
serologic  results  for  the  nearly  400  patients  cur- 
rently awaiting  cadaveric  renal  transplant.  A 
computerized  system  will  quickly  match  serologic 
data  from  a donor  to  determine  if  a local  recipient 
is  compatible.  If  not,  the  New  England  Organ 
Bank  maintains  access  through  a national  svstem, 
the  United  Network  for  Organ  Sharing,  to  share 
kidneys  with  other  centers. 

4 he  procurement  and  jireservation  division 


Judith  Shaw  Lucier,  R\,  Director  of  Organ  Donation, 
Procurement  and  Preseri'ation  Division,  Xew  England 
Organ  Bank,  Inc,  Boston,  Massachusetts. 

James  U'.  Bradley,  BS,  I'echnical  Director,  Procure- 
ment and  Preseiwation  Division,  Xew  England  Organ 
Bank,  Inc. 

Sang  I.  Clio,  MD,  Medical  Director,  Procurement  and 
Presen'dtion  Division,  Xew  England  Organ  Bank, 
Inc. 


has  responsibility  for  the  entire  procurement 
process.  Coordinators  and  specialists  are  avail- 
able to  assist  hospitals  with  identifying  and  eval- 
uating potential  organ  donors,  providing  on-site 
consultation  on  the  medical  maintenance  of 
donors,  and  obtaining  consent  from  the  next-of- 
kin.''  Moreover,  NEOB  staff  members  provide 
technical  expertise  and  support  with  the  actual 
procurement  procedure  and  preservation  of  the 
excised  organ,  and  are  responsible  for  transfer- 
ring the  organ  to  the  recipient  transplant  center, 
either  locally  or  nationwide. 

Procurement  Program  Methodology 

Coordinators  from  the  New  England  Organ 
Bank  are  available  to  help  establish  procurement 
programs  within  individual  hospitals  and  to  pro- 
vide educational  programs  on  the  donation  pro- 
cess for  hospital  personnel.  T his  is  accomplished 
through  a systematic  two-})hase  approach  that 
was  devised  four  years  ago  in  collaboration  with 
the  Centers  for  Disease  Ca)ntrol.'' 

To  determine  the  size  and  characteristics  of  the 
jiotential  organ  donor  pool,  the  first  step  consists 
of  a retrospective  record  review  of  hospital 
deaths  in  critical  care  areas.  T he  second  stage 
involves  an  educational  program  designed  to  de- 
velop a commitment  to  oi  gan  retrieval  among  the 
])rofessional  and  administrative  hosjjital  staff; 
and  active  surveillance,  or  the  continuous  j^rocess 
of  identifying  and  reporting  donors  in  suf  f icient 
time  to  make  retrieval  jiossible.  ’ Such  kev  hospi- 
tal staff  as  nephrologists,  neurologists,  neuro- 
surgeons, critical  care  nurses,  nursing  sujier- 
visors,  chaj)lains,  and  social  workers  are  encour- 
aged to  j)articij)ate. 

With  this  organized  approach  to  organ  pro- 
curement, the  organ  bank  was  alile  to  respond 
effectively  and  rapidly  to  the  lecent  significant 
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increase  in  the  number  of  referrals  from  hospi- 
tals which  had  identified  potential  organ  donors. 
During  the  period  from  October  1982  until 
September  1983,  the  procurement  and  preserva- 
tion division  helped  facilitate  the  retrieval  of  314 
kidneys,  nine  livers,  nine  hearts,  and  two  pan- 
creata  for  transplantation. 

Donor  Identification  and  Evaluation 

Ideal  organ  donors  are  previously  healthy  indi- 
viduals who  have  sidfered  such  an  irreversible 
brain  injury  as  head  trauma,  intracranial  or  sub- 
arachnoid hemorrhage,  primary  brain  tumor, 
cerebral  anoxia  from  any  cause,  or  cerebrovascti- 
lar  accident.  When  it  becomes  apparent  that  a 


Table  1.  Organ  Donation  Criteria 


Brain  death  as  demonstrated  by; 

— apnea  requiring  respirator  support 

— no  brain  stem  reflexes 

— no  response  to  painful  stimuli 

— no  spontaneous  movements 

— confirmatory  testing  at  discretion  of  attending  physician 
and  local  guidelines 

Age: 

— newborn  to  65  years  (kidney) 

— 6 mos  to  45  years  (liver) 

— 15-40  years  (heart) 

Effective  cardiovascular  function 

No  history  of  significant  hypertension  or  diabetes 
No  history  of  malignancies  other  than  primary  brain  tumor 
No  systemic  infection 

No  recent  wound  or  surgery  to  gastrointestinal  tract 


patient  has  satisfied  or  shortly  will  meet  accept- 
able criteria  for  brain  death,  the  option  of  organ 
donation  may  be  explored  (Table  1). 

During  the  initial  call  to  the  organ  bank,  pre- 
liminarv  inforntation  will  be  collected  on  the 
name,  age,  cause  of  death,  blood  type  and  recent 
laboratory  \ alues,  and  status  of  the  declaration  of 
death.  A procurement  coordinator  will  come  to 
the  hospital  to  evaluate  the  jjatient  further.  If 
appropriate,  depending  on  the  cause  of  death 
and  course  of  hosjjitalization,  the  possibility  of 
donation  of  extrarenal  organs  will  be  explored 
( fable  2).  The  availability  of  suitable  recipients 
for  the  other  organs  will  be  determined  before  an 
extended  donor  evaluation  is  initiated. 

A 24-hour  telephone  service  was  initiated  in 
1982  to  provide  information  on  extrarenal  trans- 
})lant  centers  and  the  specific  requirements  of 
individual  recijiients.  It  has  greatly  facilitated  the 
locating  of  heart,  liver,  and  heart-lung  donors  for 
patients  in  urgent  need  of  these  organs.  Initially 
started  by  the  University  of  Pittsburgh  to  locate 


liver  donors,  the  service  currently  is  sponsored  by 
the  North  American  Transplant  Coordinators 
Organization. 

Obtaining  Consent 

The  evaluation  of  the  potential  donor  may  be 
conducted  before  final  consent  has  been  obtained 
Irom  the  family.  In  addition  to  assuring  that  the 
patient  does  satisfy  the  criteria  for  donation,  this 
will  provide  the  family  with  more  time  to  ac- 
knowledge and  adjust  to  the  terminal  condition 
of  their  loved  one. 

Unless  the  family  has  initiated  the  idea  of  dona- 
tion, as  occurred  with  15  per  cent  of  the  dona- 
tions in  1982,  it  is  advisable  to  wait  until  the  cer- 
tainty ol  brain  death  is  evident  before  introduc- 
ing the  topic.  Families  who  have  any  hope  for 
recovery  will  not  give  consent.  The  person  w4io 
introduces  the  subject  shoud  be  one  who  is  famil- 


Table  2.  Guidelines  for  Organ  Donor  Evaluation 


Kidney:  ABO;  CBC;  BUN;  creatinine;  electrolytes;  arterial 
blood  gases  HbsAg;  VDRL  or  RPR;  urinalysis;  cultures  of 
sputum,  urine,  and  blood 

Liver:  same  as  kidney,  and  SGOT,  SGPT,  total  and  direct 
bilirubin,  weight,  and  abdominal  girth 
Heart:  same  as  kidney,  and  CPK,  EKG,  weight,  and  abdomi- 
nal girth;  cardiac  consultation  may  be  recommended 
Pancreas:  same  as  kidney,  and  serum  amylase 


iar  with  brain  death  and  feels  comfortable  with 
organ  donation,  who  can  convey  the  need  for 
organs,  and  who  can  communicate  the  benefits 
experienced  by  donating  families. 

The  recent  publicity  about  the  need  for  organs 
has  eliminated  much  of  the  fear  and  mystique 
about  organ  donation,  and  the  rate  of  consent  is 
greater  than  85  per  cent  at  the  present  time,  an 
increase  of  more  than  30  per  cent  over  last  year. 
In  addition  to  providing  a positive  outcome  to  an 
otherwise  tragic  situation,  donation  has  resulted 
in  substantial  emotional  consolation  to  donating 
families. 

Donor  Management 

When  it  becomes  clear  that  the  patient  meets 
acceptable  donor  criteria,  certain  measures  must 
be  utilized  to  assure  the  viability  and  quality  of  the 
organs.  While  the  final  decisions  for  medical 
management  of  the  patient  are  directed  by  the 
attending  physician,  the  staff  of  the  organ  bank 
may  offer  suggestions  as  to  the  maintenance  of 
the  potential  donor.  Coordinators  also  are  avail- 
able to  provide  on-site  consultation  and  other 
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assistance  if  problems  occur. 

Restoration  of  the  patient  to  a normal  or  slight- 
ly overloaded  tluid  status  is  of  primary  impor- 
tance, as  is  maintenance  of  adequate  blood  pres- 
sure (>  90  systolic)  and  oxygenation.  If  the  pa- 
tient remains  hypotensive  in  spite  of  aggressive 
fluid  therapy,  dopamine  administration  may  he 
initiated,  although  high  doses  may  preclude  the 
eligibility  of  the  patient  to  donate  extrarenal 
organs. 

The  prevention  of  infection  will  require  con- 
tinued customary  precautions  and  aseptic  tech- 
niques, and  daily  cultures  of  sputum,  urine,  and 
blood  will  be  necessary.  If  a local  infection  is  pres- 
ent, the  use  of  nephrotoxic  antibiotics  should  he 
avoided. 

Declaration  of  Brain  Death 

The  declaration  of  brain  death  on  the  basis  of 
neurological  criteria  will  he  directed  by  the 
attending  physician  following  guidelines  estab- 
lished by  the  hospital  or  state.*’  The  pronounce- 
ment in  the  chart  should  include  the  date,  time, 
and  full  description  of  the  criteria  used.  The  use 
of  such  confirmatory  testing  as  an  elec- 
troencephalogram or  four-vessel  angiography 
will  depend  on  the  cause  of  death  and  he  per- 
formed at  the  discretion  of  the  attending  physi- 
cian. In  the  absence  of  such  confirmatory  testing, 
an  observation  period  of  12  to  24  hours  is  recom- 
mended. While  the  completion  of  the  death  cer- 
tificate is  not  a prerequisite  for  donation,  it  is 
highly  recommended  to  assure  the  operating 
room  jjersonnel  that  all  medical  and  legal  re- 
quirements for  the  procurement  of  organs  from 
a heart-beating  cadaver  have  been  achieved. 

The  consent  of  the  medical  examiner  is  re- 
quired in  all  accidental  or  suspicious  deaths,  and 
in  all  cases  of  organ  prcKurement  in  Rhode  Is- 
land. 

Donor  Surgery 

file  donor  nephrectomy,  hej^atectomy,  cardiec- 
tomy,  or  all  three  procedures  will  be  scheduled  as 
soon  as  all  legal  recjuirements  for  donation  have 
been  comj)leted,  and  the  piaxurement  teams 
have  determined  their  travel  arrangements.  Kx- 
trarenal  organs  piocured  for  centers  outside  the 
region,  as  well  as  for  New  England  centers  with 
comparatively  new  programs,  may  re(iuire  two  or 
more  teams  to  meet  at  the  donoi  hospital. 

I)ej)ending  on  the  piocedures  })ei  formed, 
surgery  will  last  f rom  three  to  five  hoiu  s,  during 
which  period  maintenance  of  vital  functions  will 
be  monitored  by  anesthesia  j)ersonnel.  The  blood 


gases,  electrolytes,  temperature,  and  vital  signs 
are  carefully  evaluated  and  the  administration  of 
blood,  intravenous  fluids,  and  certain  medica- 
tions are  important  to  the  optimal  stability  of  the 
patient  and  condition  of  organs  during  handling. 

Once  final  dissection  and  excision  of  the  organs 
is  complete,  they  will  be  immediately  cooled  and 
perfused  with  iced  Ringer’s  lactate  or  an  in- 
tracellular solution.  After  further  examination, 
the  heart  and  liver  will  be  placed  in  a sterile  bag 
and  packed  in  ice,  and  the  kidneys  will  be  placed 
on  a pulsatile  preservation  machine.  The  spleen 
and  several  lymph  nodes  will  be  obtained  and 
sent  to  the  tissue  typing  laboratory  for  cross- 
matching and  histocompatibility  typing.  The  ter- 
mination of  life  support  will  occur  after  the 
organs  have  been  removed  from  the  body,  and 
tbe  procurement  members  will  be  available  to 
provide  technical  or  emotional  support,  if  neces- 
sary. 

The  teams  will  then  depart  for  their  respective 
locations.  The  heart  and  liver  will  be  immediately 
transplanted  into  waiting  recijjients  as  the  max- 
imum cold  ischemia  time  is  limited  to  eight  hours 
for  the  liver  and  four  hours  for  the  heart.  Renal 
transplants  will  be  performed  within  the  next 
36-48  hours.  If  acceptable  recipients  are  not 
found  among  those  on  the  New  England  list,  the 
kidneys  will  be  transported  to  those  centers  out- 
side the  region  indicating  the  best  match. 

If  the  patient  is  a multiple  or  universal  donor, 
the  procurement  of  long  bones  for  transplanta- 
tion will  be  performed  in  the  operating  room 
following  the  nephrectomy.  The  procurement  of 
eyes  and  skin  will  be  performed  in  the  morgue. 

Follow-Up  Procedures 

The  New  England  Organ  Bank  will  contact  hos- 
pital billing  departments  to  arrange  for  financial 
reimbursement.  All  costs  initiated  by  the  organ 
bank  for  the  evaluation  and  management  of  a 
j)otential  donor,  as  well  as  all  charges  after  the 
declaration  of  brain  death,  including  o])erating 
room  costs,  are  paid  for  by  the  New  England 
Organ  Bank  to  assure  that  the  donor  family  does 
not  receive  that  poi tion  of  the  bill. 

Once  recipient  transplants  are  comj)leted,  let- 
ters will  be  sent  to  tbe  donor  family,  hospital  staff, 
and  other  persons  involved  in  the  donation  j)roc- 
ess  to  infoiin  them  of  the  outcome.  While  the 
names  of  recipients  are  not  levealed,  such  in- 
formation as  age,  geographic  location,  and  some 
pel  sonal  information  will  be  shared  in  addition  to 
the  medical  condition. 
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Conclusion 

Each  individual  procurement  system  is  tailored  to 
meet  the  specific  needs  and  retjuests  of  the  hos- 
pital, and  protocols  can  he  formulated  to  reduce 
conf  usion  and  designate  the  appro])i  iate  hospital 
jjolicies  and  implementation  proceflures.  The  de- 
velopment of  a memorandum  of  agreement  be- 
tween the  hospital  and  the  New  England  Organ 
Bank  has  proven  helpf  ul  in  establishing  a f ormal 
acknowledgment  of  the  organ  procurement 
jirogram,  and  provides  a basis  for  understanding 
the  roles  played  by  the  attending  physicians,  hos- 
pital staff,  and  organ  bank  personnel  in  the  re- 
trieval process. 

Public  interest  in  organ  donation  has  been 
heightened  by  recent  clinical  advances,  especially 
with  ti ansplantations  of  the  heart,  liver,  heait- 
lung,  and  pancreas;  by  the  ap})arent  success  of 
cvclosporine  as  a major  immunosuppressive 
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The  NIH  Consensus  Development 
Conference  on  Liver  Transplantation 


Panel  Finds  Liver  Transplants  To  Be  Beneficial 
under  Appropriate  Circumstances  for  Some  Patients 


Charles  E.  Millard,  MD 


In  June  1983,  the  National  Institutes  of  Health 
(NIH)  organized  a consensus  development  panel 
at  its  Bethesda,  Maryland  campus  to  develop 
guidelines  on  liver  transplantations.  This  was 
stimulated  in  part  by  such  recent  clinical  advances 
as  the  utilization  of  cyclosporine  and  widespread 
publicity  on  the  feasibility  of  organ  transplants. 
The  NIH  panel  was  specifically  charged  with  de- 
termining what  kinds  of  patients  would  benefit 
from  liver  transplantations;  evaluating  the  skills, 
resources,  and  institutional  support  necessary  to 
perform  the  procedure;  and  outlining  avenues 
for  further  research.  Under  the  direction  of  Doc- 
tor Rudi  Schmid  of  the  University  of  California  at 
San  Francisco,  thirteen  experts  from  the  United 
States  met  for  three  days  to  review  the  current 
literature,  hear  testimony,  and  develop  recom- 
mendations on  the  feasibility  of  liver  transplanta- 
tion. The  summary  report  of  the  NIH  panel 
appears  elsewhere  in  this  Journal. 

I was  privileged  to  serve  as  a member  of  the 
panel,  and  what  follows  is  a personal  assessment 
of  our  deliberations. 

The  Feasibility  of  Liver  Transplantation 

The  first  human  orthotopic  liver  transplantation 
was  performed  at  the  University  of  Colorado  in 
19(53.  In  the  past  20  years,  more  than  540  such 
procedures  have  been  perfonned  in  the  United 
States  and  Western  Kurojje,  including  some  70  in 
children.  Because  of  the  successful  use  of  cyclo- 
sporine as  an  immunopharmacologic  agent. 


Charles  E.  Millard,  Ml),  is  a family  physician  in  Bristol, 
Rhode  Island,  and  past  president  of  the  Rhode  Island 
Medical  Society  ( I9SI-I982).  He  loas  one  of  three  practic- 
ing physicians  appointed  to  the  1 3-member  Xational  Insti- 
tutes of  Health  Consensus  Development  Conference  on 
Liver  Transplantation  which  met  in  June  1983. 


more  institutions  soon  are  expected  to  initiate  the 
procedure.  Public  interest  was  heightened  as  the 
result  of  the  heart  transplant  performed  at  the 
University  of  Utah  in  late  1982  and  because  of 
several  widely-publicized  cases  involving  liver 
dysfunctions  in  children.  Liver  transplantations 
appeared  to  benefit  some  patients;  yet  the  proce- 
dure was  still  regarded  as  “experimental”  by 
many  physicians  and  insurance  carriers. 

After  an  exhaustive  review,  the  NIH  consensus 
development  panel  concluded  that,  in  the  words 
of  our  final  report,  the  available  evidence  “clearly 
demonstrates  that  liver  transplantation  offers  an 
alternative  therapeutic  approach  which  may  pro- 
long life  in  some  patients  suffering  from  severe 
liver  disease  that  has  progressed  beyond  the 
reach  of  currently  available  treatment  and  conse- 
quently carries  a poor  prognosis.”  While  the  clin- 
ical considerations  behind  this  cautious  statement 
are  significant,  its  fiscal  ramifications  are  even 
more  apparent.  An  estimated  5, GOO  patients 
annually  would  benefit  from  a transplantation 
procedure,  if  suitable  organs  were  available,  at  an 
approximate  cost  of  $100,000  each. 

Third-party  payers  have  been  subjected  to  de- 
mands by  their  subscribers  to  cover  the  proce- 
dure, and  it  is  likely  that  these  pressures  will  in- 
tensify as  a result  of  the  action  of  the  NIH  panel. 
The  federal  Health  Care  Financing  Administra- 
tion, for  examjile,  often  relies  on  information 
from  the  National  Institutes  of  Health  to  deter- 
mine if  it  will  pay  for  procedures  under  federal 
programs.  In  Rhode  Island,  the  (ieneral  Assem- 
bly last  year  approved  legislation  which  author- 
izes payment  for  liver  transjjlantations  under  the 
state’s  (iatastroj)hic  Health  Insurance  Program 
(CdllP).  In  resjjonse  to  consumer  demands.  Blue 
Ciross  & Blue  Shield  of  Rhode  Island  recently 
offered  an  oj)tional  “transj)lant  rider”  under  its 
j)lans  for  larger  groups. 

Because  of  the  f ar-reaching  implit  ations  of  the 
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panel’s  findings,  it  would  be  worthwhile  to  report 
how  the  panel  reviewed  the  available  data,  as- 
sessed the  impact  of  cyclosporine,  and  outlined 
criteria  lor  the  selection  of  suitable  candidates. 

Recent  Clinical  Advances 

While  the  panel  analyzed  clinical  data  from  both 
Western  Europe  and  the  United  States,  it  focused 
its  attention  on  the  experiences  of  the  four  US 
medical  centers  where  liver  transjilantations  were 
then  performed:  the  University  of  California  at 
Davis;  Universitv  ofMinnesota  Medical  School  at 
Minneapolis;  University  of  Fittsbiirgh  School  of 
Medicine;  and  University  of  feimessee  College 
of  Medicine  at  Memphis.  Doctor  'fhomas  E. 
Starzl  from  the  Lhiiversity  of'  Pittsburgh  served 
on  the  panel,  and  the  panel  reviewed  written 
documentation  and  oral  presentations  by  repre- 
sentatives of  the  three  other  centers. 

It  was  cpiicklv  discovered  that  the  information 
necessarv  f or  a trulv  comprehensive  evaluation  of 
liver  ti  ansplantations  is  not  yet  available.  Briefly 
summaii/.ed,  the  existing  data  reveal  favorable 
results  with  certain  gioups  of  patients.  Many  of 
those  who  are  considerecl  as  potential  trans])lant 
tecipients  face  imminent  death  without  the  pro- 
cedure. While  many  patients  have  survived  with  a 
comparativelv  healthv  existence  for  years  after 
transjdantation,  the  procedure  does  present  a 
considerable  number  of  clinical  problems. 
.Vmong  these  are  massive  hemorrhage,  renal  dys- 
function, gtaft  rejection,  biliary  tract  complica- 
tions, graft  vascular  obstruction,  and  infection. 
.\lthough  the  sur\ival  rate  at  one  month  ranges 
between  20  and  40  j)er  cent,  the  one-year  survival 
rate  has  increased  significantly  dining  the  past 
decade.  Moreover,  the  incidence  of  the  other 
complications  recently  has  declined  because  of 
the  use  of  cvclosporine  and  the  recent  introduc- 
tion of  the  intrao])erative  veno-venous  caval 
bvjiass. 

1 he  immunosu])])ressive  qualities  of  cyclo- 
sporine, a comparatively  newly-discovered  de- 
ii\ative  of  a fungus  from  Norway,  were  first 
noted  in  1072.  Since  1978,  numerous  clinical 
trials  have  demonstrated  that  cyclosporine  is  as 
good  as  or  significantly  better  tlian  the  hitherto 
standard  a/.athioprine-prednisone  therapy  for 
most  organ  transplantation  procedures.  I rans- 
plant  patients  who  receive  cyclos])orine  generally 
retain  their  grafts  longer  and  have  fewer  rejec- 
tion episodes  than  patients  treated  with  conven- 
tional agents.  Ciyclosporine  primarily  affects  lym- 
ph  ocytes.  While  concurrent  prednisone  thera])) 
is  required  to  help  j^atients  repiess  macrophage- 


Table  1.  Alcoholic  Liver  Disease 


1 . Transplantation  reserved  for  patients  who  have  been  veri- 
fied to  stop  drinking  for  at  least  six  months 

2.  Adverse  prognostic  factors  which  may  imply  the  need  for 
transplantation: 

— Spontaneous  encephalopathy 

— Hepatorenal  syndrome 

— Prolonged  prothrombin  time  (4  seconds) 

— Serum  bilirubin  more  than  20  mg/dL 

— Progressive  course  despite  therapy 

3.  Transplant  experience  with  25  patients  show  20  per  cent 
one  and  three-year  survival  with  no  apparent  recent  im- 
provement 

Conclusion:  Not  many  ideal  candidates;  candidates  probably 
identifiable;  candidates  often  acutely  ill  resulting  in  logistical 
difficulties;  transplant  experience  small  and  results  poor;  and 
further  studies  of  alternate  therapy  needed. 


mediated  immunity,  the  necessary  doses  are 
much  lower.  As  a result,  patients  suffer  from 
fewer  of  the  adverse  effects  of  corticosteroid 
therapy 

The  use  of  cyclosporine  is  not  without  prob- 
lems, however,  and  its  potential  adverse  effects 
include  nephrotoxicity,  hepatotoxicity,  hirsut- 
ism, tremors,  hypertension,  hemolytic  anemia, 
thrombocytopenia,  lymphoma,  and  lymphopro- 
liferative  disease.  The  incidence  of  lymphomas, 
for  example,  appears  to  be  significantly  higher 
with  cyclosporine  although  clinical  investigators 
note  that  it  is  difficult  to  attribute  the  etiology  of 
malignant  neoplasms  to  this  agent.  Many  trans- 
plant recipients  also  receive  prednisone  in  their 
treatment  regimens.  Researchers  also  point  out 
that  many  of  the  “lynijihomas”  actually  later  turn 
out  to  be  a form  of  lymphoproliferative  disease 
wbich  regresses  when  the  immunosuppressive 
therajjy  is  discontinued.  Many  of  the  other 
adverse  effects  also  are  reduced  with  lower  doses 
of  cyclosporine.  Ehe  most  frequent  neoplasms 
observed  in  transplantation  patients  are  cancers 
of  the  skin  and  lip  and  non-Hodgkin  lymphomas, 
especially  reticulum  cell  sarcomas. 

The  jjanel  was  especially  inq^ressed  by  the  re- 
sults with  cyclosporine  in  cadaveric  renal  trans- 
plantation. In  one  European  clinical  trial  per- 
formed in  eight  centers  with  232  patients,  73  per 
cent  of  117  kidney  transplant  patients  who  re- 
ceived a combination  of  cyclosjiorine  and  methyl- 
prednisone  still  retainecl  their  grafts  after  one 
year,  compared  to  53  per  cent  of  115  patients 
given  azathioprine  and  prednisone.  A Canadian 
trial  yielded  similar  results,  although  clinical  ti  ials 
conducted  in  the  United  States  have  been  less 
conclusive.  Both  the  Lhhversity  of  Pittsburgh  and 
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the  University  of  Texas  at  Houston  found  cyclo- 
sporine to  be  superior,  although  the  University  of 
Minnesota  determined  that  patients  treated  with 
cyclosporine  and  those  given  conventional  ther- 
apy have  similar  rejection  rates.  Doctor  Starzl, 
speaking  of  the  Pittsburgh  experience  with  cy- 
closporine, told  the  panel:  “One-year  graft  sur- 
vival after  familial  transplantation  in  good  cen- 
ters has  been  so  high  that  statistically  significant 
increases  with  a new  form  of  immunosuppression 
would  be  difficult  to  achieve.” 

Addressing  the  issue  of  liver  transplantation. 
Doctor  Starzl  also  told  the  panel  that  the  one-year 
survival  rate  at  the  University  of  Pittsburgh  now 
exceeds  50  per  cent  as  the  result  of  cyclosporine 
usage.  Since  1981,  the  drug  has  been  used  in 
conjunction  with  more  than  135  transplantation 
procedures  at  that  institution.  Because  the  liver  is 
the  major  site  of  cyclosporine  metabolism.  Doctor 
Starzl  pointed  out  that  the  transplantation  team 
initially  was  concerned  that  an  overdose  might 
occur  in  patients  with  malfunctioning  grafts.  The 
opposite  has  occurred,  he  said,  “in  that  unreliable 
gastric  absorption  of  the  drug  has  been  the  most 
consistent  problem,  with  consequent  underdos- 
age.” 

Suitable  Candidates  for  Transplantation 

The  selection  of  suitable  candidates  for  the  trans- 
plantation procedure  was  another  issue  that 
stimulated  considerable  discussion  among  the 
panel.  The  American  Uiver  f oundation  estimates 
that  one  million  hospital  admissions  and  50, 000 
deaths  in  1983  are  attributable  to  liver  disease.  It 
has  been  estimated  that  only  5,000  of  these  })a- 
tients  would  be  suitable  candidates  for  the  jjroce- 
dure.  After  a thorough  review  of  the  literature 
and  oral  testimony  by  experts  in  the  field,  the 
panel  determined  which  patients  would  be  most 
likely  to  have  a satisfactory  result  from  trans- 
plantation. It  also  evaluated  other  methods  of 


therapy  and  examined  the  survival  rates  of  pa- 
tients who  had  received  more  conventional  forms 
of  treatment.  Specific  criteria  sets  were  de- 
veloped for  each  of  the  disease  entities  under 
discussion. 

The  panel  concluded  that  patients  most  likely 
to  benefit  from  liver  transplantation  procedures 
are  those  with  biliary  atresia,  chronic  active  hepa- 
titis, and  primary  biliary  cirrhosis.  Other  less 
common  potential  candidates  include  patients 
with  alpha-antitrypsin  deficiency,  Wilson’s  dis- 
ease, Criglar-Najjar  syndrome,  and  some  genetic 
disorders. 

The  criteria  set  for  alcoholic  liver  disease  is 
outlined  in  Table  1.  While  the  table  illustrates  the 
kinds  of  issues  which  the  panel  examined  for  each 
liver  dysfunction,  I should  like  to  discuss  it  fur- 
ther because  of  the  prognostic  and  ethical  j^rob- 
lems  involved.  Cirrhosis  and  alcohol-related 
hepatitis  are  the  most  prevalent  forms  of  mortal 
liver  disease  in  the  United  States.  Although 
potential  transplantation  candidates  should  satis- 
fy the  criteria  enumerated  in  Table  1,  the  panel 
felt  that  only  a very  small  proportion  of  these 
patients  would  for  several  reasons  benefit  from 
the  procedure.  First,  it  must  be  verified  that  the 
patient  has  ceased  drinking  for  at  least  six  months 
and  is  likely  to  continue  abstinence.  Second,  of 
the  potential  candidates  who  have  satisfied  this 
condition,  it  is  likely  that  those  with  the  stated 
indications  of  progressive  disease  are  more  acute- 
ly ill  than  other  potential  recipients.  Fheir  unsta- 
ble condition  could  create  problems  with  carrying 
out  the  transplantation  procedure  which  would 
not  otherwise  exist.  The  experience  data  reveal 
that  of  25  transplantation  patients  with  alcoholic 
liver  disease,  only  ten  have  survived  at  least  three 
years  and  none  have  demonstrated  any  signifi- 
cant recent  improvements.  For  these  reasons,  we 
strongly  recommend  that  other  treatment 
approaches  for  this  disease  be  evaluated. 
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The  early  years.. .the  middle  years.. .the  later  years... 


it’s  never  too  soon  or  too  late 
to  practice  good  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

# 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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SPECIAL  REPORT 


National  Institutes  of  Health  Consensus  Development  Conference: 
Liver  Transplantation 


The  National  Institutes  of  Health  on  June  20-23, 
1983  convened  a Consensus  Development  Con- 
ference on  Liver  Transplantation.  NIembers  of 
the  Consensus  Development  Panel  were:  Rudi 
Schmid,  MD  (panel  chairman),  San  Francisco; 
Donald  M.  Berwick,  MD,  Boston;  Burton 
Combes,  MD,  Dallas;  Ralph  B.  D’Agostino,  PhD, 
Boston;  Stuart  H.  Danovitch,  MD,  Washington, 
DC;  Harold  J.  Fallon,  MD,  Richmond,  VA;  Olga 
Jonasson,  MD,  Chicago;  Charles  E.  Millard,  MD, 
Bristol,  RI;  Linda  Miller,  MS,  Washington,  DC; 
Frank  G.  Moody,  MD,  Houston;  William  K. 
Schubert,  MD,  Cincinnati;  Laurence  Shandler, 
MD,  Santa  Fe,  NM;  HenryJ.  Winn,  PhD,  Boston. 
After  two  days  of  expert  presentation  of  the  avail- 
able data,  the  panel  consisting  of  hepatologists, 
surgeons,  internists,  pediatricians,  immunolo- 
gists, biostatisticians,  ethicists,  and  public  repre- 
sentatives considered  the  offered  evidence  to  ar- 
rive at  answers  to  the  following  key  questions: 

1.  Are  there  groups  of  patients  for  whom 
transplantation  of  the  liver  should  be  considered 
appropriate  therapy? 

2.  What  is  the  outcome  (current  survival  rates 
and  complications)  in  different  groups? 

3.  In  a potential  candidate  for  transplantation, 
what  are  the  ])i  inciples  guiding  selection  of  the 
appropriate  time  for  surgerv? 

4.  What  are  the  skills,  resources,  and  institu- 
tional suj)port  needed  for  li\er  trans|)lantation? 

5.  What  are  the  directions  for  future  research? 

Liver  Transplantation 

Liver  transplantation  is  a jjromising  alternative  to 
current  therapv  in  the  management  of  the  late 


From  a report  prepared  hy  the  Office  for  Medical  Ap- 
plication of  Research,  Xational  Institutes  of  Health, 
liethesda,  Maryland.  The  conference  was  sponsored  hy 
the  Xational  Institute  of  Arthritis,  Diabetes,  and  Diges- 
tive and  Kidney  Diseases,  and  the  Office  for  Medical 
Application  of  Research.  Charles  E.  Millard,  MD, 
liristol,  Rhode  Island,  seiwed  as  a panel  member. 


phase  of  several  forms  of  serious  liver  diseases. 
Candidates  include  children  and  adults  suf  fering 
from  irreversible  liver  injury  who  have  exhausted 
alternative  medical  and  surgical  treatments  and 
are  approaching  the  terminal  phase  of  their  ill- 
ness. In  many  forms  of  liver  disease,  the  precise 
indications  and  timing  of  liver  transplantation 
remain  uncertain  or  controversial. 

Prolongation  of  life  of  good  quality  for  patients 
who  woidd  otherwise  have  died  has  been  re- 
ported in  the  following  conditions: 

Extrahepatic  biliaiy  atresia  is  the  most  common 
cause  of  bile  duct  obstruction  in  the  young  inf  ant. 
Patients  who  fail  to  respond  to  hepatoportoenter- 
ostomy  (Kasai  procedure)  often  benefit  from  liv- 
er transplantation.  Recent  data  suggest  that  as 
many  as  two  thirds  of  these  patients  survive  for 
one  year  or  more  after  transplantation. 

Chronic  active  hepatitis  is  caused  by  viral  infec- 
tions or  drug  reactions,  but  many  cases  remain 
unexplained.  Some  patients  with  progressive  liv- 
er failure  are  canclidates  for  transplantation. 
Currently,  exceptions  seem  to  include  drug- 
induced  chronic  active  hepatitis,  which  usuallv 
responds  to  removal  of  the  chemical  agent,  and 
hepatitis  B-induced  disease  in  which  viremia  per- 
sists. In  the  latter  instance,  rapid  reappearance  of 
infection  with  progressive  liver  failure  has  been 
reported  after  transj)lantation. 

Primary  biliary  cirrhosis  is  a slowly  progressi\e 
cholestatic  liver  disease.  Results  of  transj)lanta- 
tion  appear  favorable  for  jjatients  with  end-stage 
liver  injury.  I he  ))rocedure  may  imjjrove  the 
(juality  of  life. 

Inborn  errors  of  metabolism  may  cause  end-stage 
liver  damage  or  irreversible  exttahej)atic  com- 
plications. Ti  ansplantation  may  be  appropriate 
for  such  patients. 

Hepatic  vein  thrombosis  (Budd-Chiat  i syndtome) 
often  results  in  jjrogressive  li\er  failure,  ascites, 
and  death.  I’atients  who  ha\e  not  tesj)onded  to 
atiti( oagulation  or  aj)})i oj)i  iate  surgery  for  ])ortal 
dec onq)i ession  may  be  candidates  for  tians- 
plantation. 
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Sclerosing  cholangitis,  a chronic  nonsuppurative 
inflammatory  process  of  the  bile  ducts,  may  cause 
liver  failure.  Less  favorable  results  after  trans- 
plantation in  this  group  may  be  caused  by  prior 
multiple  surgical  procedures,  a diseased  ex- 
trahepatic  bile  duct,  the  presence  of  biliary  infec- 
tion, or  other  factors. 

Priinan'  hepatic  malignant  neoplasms  confined  to 
the  liver  but  not  amenable  to  resection  may  be  an 
indication  for  transplantation.  Results  to  date  in- 
dicate a strong  likelihood  of  recurrence  of  the 
malignant  neoplasm.  Nevertheless,  the  proce- 
dure may  achieve  substantial  palliation. 

Alcohol-related  liver  cirrhosis  and  alcoholic  hepatitis 
are  the  most  common  forms  of  fatal  liver  disease 
in  America.  Patients  who  are  judged  likely  to 
abstain  from  alcohol  and  who  have  established 
clinical  indicators  of  fatal  outcome  mav  be  candi- 
dates for  transplantation.  Only  a small  propor- 
tion of  alcoholic  patients  with  liver  disease  would 
be  expected  to  meet  these  rigorous  criteria. 

Although  fulminant  hepatic  failure  with  massive 
hepatocellular  necrosis  induced  bv  hepatitis 
viruses,  hepatotoxins,  or  certain  drugs  may  war- 
rant liver  transplantation,  rapid  progression  of 
the  disease  and  multiorgan  svstem  failure  fre- 
cjuently  preclude  this  ojjtion. 

Current  Survival  Rates  and  Complications 

The  survival  and  complication  rates  of  patients 
who  have  undergone  liver  transj)lantation  are  the 
majoi'  criteria  for  judging  efficacy.  Data  are  avail- 
able from  four  locations.  The  interpretation  of 
the  existing  data  on  survival  is  extremelv  difficult 
because  no  control  data  are  given  for  compari- 
son, surgical  technicpies,  and  drug  therapies 
varied  over  time.  Moreover,  patient  selection 
criteria  and  management  differed  among  cen- 
ters. 

While  sufficient  data  for  thorough  assessment 
of  liver  transplantation  are  not  available  to  date, 
certain  trends  appear  to  emerge.  Patients  cur- 
rently being  accepted  for  transplantation  have  a 
high  probability  of  imminent  death  and  a low 
quality  of  life  in  the  absence  of  transplantation. 
Patients  undergoing  transplantation  have  an  op- 
erative mortality  (within  one  month)  of  20  to  40 
per  cent.  One-year  survival  among  transplant  re- 
cipients since  1980  is  favorable  when  compared 
with  their  expected  course  in  the  absence  of 
transplantation.  Since  1980,  one-year  survival 
appears  improved  over  the  earlier  transplant  ex- 
perience. Individual  patients  have  survived  for 
many  years  with  good  quality  of  life  after  trans- 
plantation. Data  are  insufficient  to  evaluate  sur- 


vival rates  beyond  one  year  after  transplantation 
with  current  technologies.  Short-term  qualitv  of 
life  is  probably  enhanced  in  many  transplant  sur- 
vivors. We  lack  systematically  gathered  informa- 
tion on  quality  of  lif  e among  long-term  survivors. 

Severe  nonlethal  complications  of  transplanta- 
tion frequently  occur  and  must  be  taken  into 
account  in  judging  efficacy  of  this  procedure. 
Massive  hemorrhage  is  the  most  serious  intraop- 
erative and  early  postoperative  problem.  Other 
postoperative  complications  include  renal  dys- 
function, rejection,  biliarv  tract  complications, 
graft  vascular  obstruction,  and  infection.  With 
accumulating  expertise  in  medical  and  surgical 
management  and  with  new  developments  in  tech- 
nology (eg,  intraoperative  veno-venous  bypass 
and  cyclosporine),  these  complications  can  be  ex- 
pected to  diminish. 

Appropriate  Time  for  Surgery 

Selecting  an  aj)pro})riate  stage  for  a given  illness 
for  liver  transplantation  is  a complex  issue:  trans- 
plantation just  before  death  may  substantially 
diminish  the  lifesaving  potential  of  the  proce- 
dure, since  hepatic  decompensation  in  its  latest 
stages  poses  a formidable  surgical  risk.  Trans- 
plantation early  in  the  course  of  hepatic  decom- 
pensation may  deprive  a patient  of  an  additional 
period  of  useful  life. 

An  ideally  timed  liver  transplantation  proce- 
dure would  be  in  a late  enough  phase  of  disease  to 
offer  the  patient  all  opportunity  for  spontaneous 
stabilization  or  recovery,  but  in  an  early  enough 
phase  to  give  the  surgical  procedure  a fair  chance 
of  success.  For  most  patients,  these  phases  are 
difficult  to  define  prospectively.  While  no  single 
best  time  for  surgery  can  be  specified,  trans- 
plantation should  be  reserved  for  patients  in  any 
of  the  following  phases  of  disease:  when  death  is 
imminent;  when  irreversible  damage  to  the  cen- 
tral nervous  system  is  inevitable,  or  when  quality 
of  life  has  deteriorated  to  unacceptable  levels. 

The  exact  choice  of  the  time  for  liver  trans- 
plantation in  a person  requires  the  judgment  of  a 
qualified  medical  team  and  a well-informed  pa- 
tient. The  following  are  offered  as  guidelines  for 
individual  liver  diseases: 

Extrahepatic  Bilian  Atresia:  Biliary  enteric  anas- 
tomosis (hepatoportoenterostomy  of  Kasai)  per- 
formed in  the  first  two  months  of  life  provides 
substantial  improvement  for  at  least  five  years  in 
one  third  of  the  patients,  although  cirrhosis  and 
disappearance  of  the  intrahepatic  bile  ducts 
occur  with  increasing  age.  While  success  of  this 
procedure  cannot  be  predicted  for  the  individual 
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patient,  it  should  be  used  as  initial  therapy  for 
extrahepatic  biliary  atresia.  In  the  absence  of  se- 
vere hepatic  decompensation  in  these  children, 
liver  transplantation  should  be  delayed  as  long  as 
possible  to  permit  the  child  to  achieve  maximum 
growth.  In  children  with  successful  hepatopor- 
toenterostomy,  liver  transplantation  should  be 
deferred  until  progressive  cholestasis,  hepa- 
tocellular decompensation,  or  severe  portal 
hypertension  supervene. 

Chronic  Active  Hepatitis:  The  potential,  for  spon- 
taneous remission  and  the  complex  course  of 
chronic  active  hepatitis  make  valid  predictions  of 
the  subsequent  course  difficult  except  in  the 
latest  stages  of  the  disease.  Using  strict  criteria, 
patients  can  be  recognized  who  have  almost  no 
chance  of  survival  beyond  six  months.  Such  pa- 
tients may  be  suitable  candidates  for  transplanta- 
tion. 

Primary  Biliaiy  Cirrhosis:  The  indolent  course  of 
primary  biliary  cirrhosis  and  the  potential  for 
spontaneous  improvement  even  in  patients  with 
advanced  disease  make  transplantation  potential- 
ly suitable  only  in  the  final  stages  of  liver  failure 
or  when  the  quality  of  life  has  deteriorated  to  an 
unacceptable  level. 

a^-Antittypsin  Deficiency:  Of  the  some  20  phe- 
notypes in  this  genetic  disorder,  only  Pi  ZZ  is 
associated  with  substantial  hepatic  disease  in  chil- 
dren. Jaundice  usually  is  transient,  clearing  be- 
fore 6 months  of  age,  although  biochemical  evi- 
dence of  activity  may  jjersist.  Liver  transj)lanta- 
tion  is  indicated  in  children  with  Pi  ZZ  phenotype 
only  when  cirrhosis  has  developed  and  when  evi- 
dence of  hepatic  failure  is  present. 

Adults  with  a I -antitrypsin  deficiency  may  have 
liver  disease  associated  with  phenotyjie  Pi  ZZ, 
MZ,  or  SZ.  If  hepatic  failure  occurs,  liver  trans- 
plantation may  be  indicated. 

Wilson’s  Disease:  Patients  with  W ilson’s  disease 
usually  are  res})onsive  to  chelation  therapy  with 
penicillamine.  However,  some  patients  are  initial- 
ly seen  with  fulminant  hepatic  failure,  progres- 
sive disease,  or  both  who  are  unresponsive  to 
adequate  chelation  therapy.  Liver  transplanta- 
tion may  be  indicated  in  these  instances. 

Cngler-Xajjar  Syndrome : Of  the  two  tyjjes  of  this 
genetic  disorder  associated  with  severe  unconju- 
gated hyj)erbilirubinemia,  patients  with  tyjje  1 
invariably  experience  bilirubin  encephalopathy 
usually  before  15  months  of  age.  Because  of  the 
inevitability  of  (!NS  damage  and  the  limitations 
of  phototherapy,  liver  iransjdantation  is  indi- 
cated in  such  patients  at  an  early  age. 

Miscellaneous  Metabolic  Diseases:  A number  of 


rare  genetic  diseases  may  involve  the  liver  and 
cause  cirrhosis  and  eventual  hepatic  failure.  Pa- 
tients with  tyrosinemia,  Byler’s  disease,  W’olman’s 
disease,  and  glycogen  storage  diseases  types  0 and 
IV  may  be  candidates  for  hepatic  transplantation. 
Liver  transplantation  may  also  be  indicated  for 
patients  with  certain  genetic  diseases  associated 
with  severe  neurological  complications,  such  as 
hereditary  deficiency  of  urea  cycle  enzymes  and 
disorders  of  lactate-pyruvate  or  amino  acid  me- 
tabolism. 

Hepatic  Vein  Thrombosis:  The  course  of  hepatic 
vein  thrombosis  is  variable,  and,  therefore,  trans- 
plantation should  be  reserved  for  patients  with 
severe  hepatic  decompensation.  The  possibility 
of  later  transplant  surgery  should  not  discourage 
the  use  of  portal  venous  decompression  when 
otherwise  indicated. 

Primary  Sclerosing  Cholangitis:  No  clinical, 
biochemical,  serological,  or  histological  factors 
have  proved  to  be  of  value  in  predicting  outcome. 
Wdien  appropriate  attempts  at  biliary  tract  diver- 
sion and  dilatation  have  failed,  and  death  from 
liver  failure  is  imminent,  liver  transplantation 
should  be  considered. 

Alcoholic  Liver  Disease:  At  least  50  per  cent  of  the 
cases  of  cirrhosis  in  the  United  States  are  attribut- 
able to  the  abuse  of  alcohol,  and  alcohol  abuse  is 
the  leading  cause  of  hepatic  morbidity  and  mor- 
tality. Alcohol  liver  disease  is  most  favorably 
affected  by  abstinence.  The  natural  history  of 
untreated  alcoholic  hepatitis,  cirrhosis,  or  both  is 
extremely  variable,  and  there  are  few  precise 
prognostic  indicators  in  any  but  the  terminal 
phase  of  the  disease. 

Liver  transplantation  may  be  considered  for 
the  patients  in  whom  evidence  of  progressive  liv- 
er failure  develops  despite  medical  treatment  and 
abstinence  from  alcohol. 

Institutional  Support  Needed  for  Liver 
Transplantation 

Lhe  requirements  for  conducting  a liver  trans- 
plantation j^rogram  by  a sponsoring  institution 
are  formidable.  Accordingly,  any  institution 
embarking  on  this  program  must  make  a major 
commitment  to  its  support.  In  addition  to  the  full 
array  of  services  recpiired  of  a tertiary  cat  e facility 
and  a program  in  graduate  medical  education,  an 
active  organ  transplantation  j)rogram  should  ex- 
ist. Few  hospitals  are  likely  to  meet  these  pre- 
recjuisites. 

Livei  transplant  recij)ients  are  seriously  ill  be- 
fore surgery.  The  transplant  ef  fort  is  j)rodigious, 
and  the  postoperative  intensive  care  interval. 


/a 


February,  1984  — \’ol.  b7 


averaging  two  weeks,  is  punctuated  by  complica- 
tions ancl  irequent  need  for  reoperation. 

In  this  context,  experts  in  hepatology,  pediat- 
rics, infectious  disease,  nej^hrology  with  dialysis 
cajjahilitv,  pulmonary  medicine  with  respiratory 
therapy  support,  pathology,  immunology,  and 
anesthesiology  are  needed  to  complement  a qual- 
ified transplantation  team.  Extensive  blood  bank 
support  to  ])ro\  ide  the  needed  copious  quantities 
of  blood  components  is  mandatory.  Similarly, 
sojjhisticated  microbiology,  clinical  chemistry, 
and  radiology  assistance  are  retjuired.  Emotional 
support  for  patient  and  family  warrants  psychiat- 
ric particijjation.  Availability  of  effective  social 
services  to  assist  patients  and  families  is  indis- 
pensable. 

The  transj)lantation  surgeon  must  be  trained 
specifically  for  liver  grafting  and  must  assemble 
and  train  a team  to  function  whenever  a donor 
organ  is  available.  Institutional  commitment  to 
the  program  mandates  that  operating  room,  re- 
covery room,  laboratory,  and  blood  bank  support 
exist  at  all  times.  Allocation  of  intensive  care  and 
general  surgical  beds  is  important.  Recruitment 
of  a cohort  of  specialized  nurses  and  technicians 
to  staff  these  areas  is  necessary.  Access  to  tissue- 
typing capability;  ongoing  research  programs  in 
li\er  disease,  organ  preservation,  and  trans- 
plantation immunology;  and  available  hemo- 
perfusion  and  microsurgical  techniques  are  de- 
sirable attributes  of  a transplantation  effort. 

Participation  in  a donor  procurement  program 
and  network  is  essential,  and  an  interdisciplinary 
deliberative  body  should  exist  to  determine  on  an 
e()uitable  basis  the  suitability  of  candidates  for 
transplantation. 

Institutions  conducting  livei'  transplantation 
are  obligated  to  prospectively  collect  and  share 
data  in  a coordinatecl,  systematic,  and  compre- 
hensive manner  in  all  j^atients  selected  as  trans- 
plantation candidates,  so  that  the  role  of  liver 
transplantation  in  the  treatment  of  patients  with 
liver  disease  can  be  assessed  properly.  Additional 
iidormation  permitting  cost-benefit  analysis 
should  be  secured. 


Directions  for  Future  Research 

The  Consensus  Panel  identified  several  broad 
areas  related  to  liver  transplantation  in  which 
critically  important  information  is  either  unavail- 
able or  so  incomplete  as  to  defy  meaningf  ul  inter- 
pretation. It  is  recommended  that  a registry  or 
clearinghouse  be  established  for  collection  aiul 


evaluation  of  all  available  data  on  liver  trans- 
plantation. Such  a center  would  develop  unified 
criteria  for  selection  of  patients  for  transplanta- 
tion and  for  reporting  and  evaluating  all  data 
related  to  the  outcome  of  the  operation  and  the 
patient’s  postoperative  and  long-term  condition. 
As  methods  of  immunosiqjpression  improve  and 
the  logistic  obstacles  are  resolved,  the  feasibility 
and  desirability  of  randomized  clinical  trials  of 
liver  transplantation  should  be  explored  for  suit- 
able subgrou})s  of  patients  with  specif  ic  liver  dis- 
eases. 

High  priority  also  should  be  given  to  research 
projects  related  to  several  aspects  of  the  trans- 
plant procedure  itself.  Means  should  be  de- 
veloped to  improve  preservation  of  human  liver 
ex  vivo,  and  criteria  should  be  established  to  eval- 
uate its  viability.  Improved  control  of  organ  rejec- 
tion requires  urgent  attention;  this  includes  thor- 
ough evaluation  of  the  benefits  and  risks  of  cy- 
closporine as  an  immunosuppressive  agent  in  liv- 
er transplantation.  The  design  of  the  hemodyna- 
mic support  system  during  transplantation  needs 
evaluation  and  potential  improvement.  Research 
should  be  encouraged  for  developing  better  sup- 
portive measures  for  patients  with  liver  failure, 
including  maintenance  of  proper  renal  and  cere- 
bral function. 

In  the  broad  areas  of  the  cause,  pathogenesis, 
and  natural  course  of  chronic  liver  disease,  pres- 
ent knowledge  is  fragmentary  and  incomplete, 
and  research  in  these  areas  should  be  fostered 
and  supported  by  all  available  means.  Particular 
attempts  should  be  made  to  determine  the  possi- 
ble role  of  liver  transplantation  in  the  manage- 
ment of  hepatocellular  carcinoma  at  a stage  when 
metastatic  spread  appears  remote.  Similarly, 
approaches  should  be  sought  to  limit  infection  of 
the  transplanted  liver  by  hepatotropic  viruses. 

Conclusion 

After  extensive  review  and  consideration  of  all 
available  data,  this  panel  concludes  that  liver 
transplantation  is  a therapeutic  modality  for  end- 
stage  liver  disease  that  deserves  broader  applica- 
tion. However,  for  liver  transplantation  to  gain  its 
full  therapeutic  potential,  the  indications  for  and 
results  of  the  procedure  must  be  the  object  of 
comprehensive,  coordinated,  and  ongoing  eval- 
uation in  the  years  ahead.  This  can  best  be 
achieved  by  expansion  of  this  technology  to  a 
limited  number  of  centers  where  perf  ormance  of 
liver  transplantation  can  be  carried  out  under 
optimal  conditions. 
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Corneal  Transplantation: 

Current  Concepts  and  Practices 


The  Success  Rates  for  the  Operation  Are  Nearly  as  High  as 
for  Cataract  Surgery 

Paul  S.  Koch,  MD 


The  dream  of  replacing  diseased  body  parts  with 
healthy  donated  organs  was  realized  shortly  after 
the  turn  of  the  century  when  both  corneas  in  a 
young  Austrian  boy  were  replaced  with  donated 
corneas.  One  transplant  failed  almost  immediate- 
ly after  the  operation,  but  the  other  remained 
clear  for  many  years. 

Since  that  time  corneal  transplantation,  also 
called  corneal  grafting  or  penetrating  keratoplas- 
ty, has  become  the  most  widely  performed  and 
successful  transplantation  operation.  More  than 
120,000  procedures  have  been  performed  to 
date,  and  it  is  estimated  that  1 0,000  corneal  trans- 
plantations are  performed  in  the  United  States 
each  year.'  Even  without  screening  the  donor 
tissue  for  compatibility,  the  likelihood  of  attain- 
ing a clear  graft  in  properly  selected  patients  is  90 
per  cent. 

Many  patients  who  could  benefit  from  corneal 
transplantation  unfortunately  are  not  advised  of 
the  availability  of  the  operation.  The  procedure  is 
almost  as  successful  as  cataract  surgery  (90  per 
cent  versus  95  per  cent)  and  is  performed  in  the 
same  manner  using  the  oj^erating  microscope 
under  general  or  local  anesthesia."^  d he  discom- 
fort following  corneal  surgery  is  no  greater  than 
after  cataract  surgery  and  much  less  than  after 
strabismus  surgery.  Eyedrops  must  be  used  for 
longer  periods  after  a corneal  transplantation 
than  after  other  forms  of  eye  surgery.  All  j)atients 
with  opac]ue  corneas  should  be  advised  to  seek 
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York  City. 


consultations  from  surgeons  experienced  in  cor- 
neal transplantations.  From  my  own  practice  ex- 
perience, I would  estimate  that  more  than  2(J0 
Rhode  Islanders,  are  unaware  that  they  might 
benefit  from  the  procedure. 

The  cornea  is  a transparent  dome  in  the  front 
of  the  eye  which  is  responsible  for  80  per  cent  of 
the  refractive  or  optical  power  of  the  eye.  The 
major  portion  of  its  thickness  consists  of  the  stro- 
ma, which  is  made  up  of  collagen  lamellae 
oriented  for  optical  clarity.  Because  the  cornea 
does  not  have  blood  vessels,  it  receives  its  oxygen 
supply  from  the  oxygen  content  of  the  internal 
aqueous  humor  and  the  external  tear  film.  The 
low  level  of  metabolism  facilitates  the  removal  of 
donor  corneal  tissue  and  its  transportation  and 
storage  before  transplantation  surgery.  Also, 
most  circidating  antibodies  are  isolated  from  the 
cornea,  resulting  in  few  signif  icant  cases  of  graft 
rejection,  although  mild  rejection  reactions  are 
common.  Corneas  which  have  become  vascu- 
larized because  of  scarring  tend  to  have  more 
serious  rejection  reactions. 

Mild  treatable  graft  rejection  reactions  occur  in 
approximately  12  per  cent  of  cases. While  ster- 
oid eyedrops  usually  are  sufficient  to  eliminate 
the  reaction,  some  patients  ret|uire  systemic  ster- 
oids, sidjconjunctival  injections  of  steroids,  or 
both.  Immune  allograft  reactions  ate  caused  by 
specific  antigens  in  the  donor  cornea  which  are 
presumed  to  be  the  histocomj)atibility  antigens 
( HEA)  similar  to  those  resjjonsible  for  gi  af  t rejec- 
tions in  other  transj)lantation  j)rocedutes.  It  is 
not  entirely  clear  that  these  are  the  only  antigens 
oi  even  the  most  significant  ones. ' Because  clear 
grafts  in  favorable  cases  are  attained  90  j)er  cent 
of  the  time,  1 1 LA  matching  is  not  ])ei  f ormed 
routinely  except  in  patients  with  heavilv  vascu- 
larized corneas.  The  incidence  of  significant  graf  t 
rejection  without  tissue  tvj)ing  can  be  gieater 
than  25  |)er  cent  in  these  cases. 
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Graft  Procurement 

The  lack  of  an  adequate  number  of  donor  cor- 
neas remains  a problem.  In  Rhode  Island,  cor- 
neas are  not  obtained  routinely  after  death  ex- 
cept at  the  request  of  the  family.  After  a call  for 
instructions  to  the  New  England  Eye  Bank  in 
Boston,  a local  ophthalmologist  usually  is  sought 
to  enucleate  the  eyes.  As  a result  of  such  delays, 
the  corneas  from  many  potential  donors  may  be- 
come unsuitable  for  transplantation.  While  in 
some  cases  the  enucleation  procedtire  may  be 
performed  up  to  24  hours  after  death,  corneas 
suitable  for  transplantation  usually  have  to  be 
obtained  within  six  hours. 

Other  states,  such  as  Elorida,  require  that  the 
corneas  of  all  medical  examiner  cases,  ie,  sudden 
deaths,  suspicious  deaths,  or  deaths  within  24 
hours  of  hospital  admission,  be  removed  unless 
the  family  objects.  As  a result,  there  are  areas  of 
the  United  States  with  far  more  donor  tissue 
available  than  can  be  tised.  Another  benefit  of 
such  laws  is  that  the  average  age  of  the  donors 
frecitientlv  is  much  lower  than  in  areas  where 
corneas  are  obtained  only  by  family  request. 

Enucleations,  or  removal  of  the  eves,  can  be 
performed  with  a handftil  of  instruments  in  only 
a few  minutes  by  trained  persons  who  need  not  be 
physicians.  When  I was  employed  bv  the  Eve 
Bank  for  Sight  Restoration  in  New  \’ork  City, 
enucleators  included  a high  school  biology 
teacher,  a mortician,  and  an  operating  room  tech- 
nician. I performed  enucleations  in  morgues, 
funeral  parlors,  hosjiital  beds,  patients’  homes, 
and,  in  one  instance,  in  a bathroom  while  police- 
men hoxered  o\er  me  conducting  an  investiga- 
tion. In  contrast,  as  an  intern  in  Providence,  I was 
once  denied  pei  inission  to  obtain  donated  eyes 
because  the  hospital  administration  was  reluctant 
to  call  in  an  ojjerating  team,  despite  my  insistence 
that  that  would  not  be  necessary.  The  medical 
conmumitN  should  be  educated  as  to  the  technical 
ease  of  obtaining  eyes  so  that  additional  suitable 
corneas  may  be  a\ailable  lor  tratisplantation. 

Methods 

Most  eyes  are  suitable  for  transplantation,  either 
lor  a |)enetrating  keratoplasty  (the  usual  corneal 
trans}3lant),  lor  a lamellar  (partial  thickness) 
keratoplasty,  or  for  such  refractive  corneal  op- 
erations as  keratophakia,  hemo])lastic  kerato- 
mileusis, or  epikerato})hakia.  Since  poor  vision  is 
usually  due  to  cataracts  or  circulatory  jiroblems 
rather  than  to  corneal  disease,  the  eyesight  prior 
to  death  is  not  a factor.  Age  is  a consicleration, 
however,  because  younger  corneas  are  healthier 


Fig  1 . Case  1 : Preoperative  appearance  of  right  eye 
with  a scarred  cornea  due  to  herpes  simplex  keratitis. 
Visual  acuity  20/400. 


Fig  2.  Case  1 : Postoperative  appearance  of  the  corneal 
transplant.  Interrupted  sutures  for  astigmatism  control 
are  visible.  Visual  acuity  20/20. 


and  better  suited  for  penetrating  keratoplasty, 
although  older  corneas,  when  properly  handled, 
can  be  fully  as  satisfactory.  The  age  of  the  donor 
becomes  inconsequential  if  the  thickness  of  the 
cornea  and  the  concentration  of  endothelial  cells 
are  adequate. 

Conditions  which  cause  a cornea  to  be  rejected 
include  delayed  harvesting  following  death,  ex- 
cessive edema,  inadequate  endothelium,  evi- 
dence of  excessive  trauma  in  the  recovery  of  the 
eyes,  and  certain  causes  of  death  including  hepa- 
titis, syphilis,  slow  virus  diseases,  and  acute  forms 
of  leukemia.'  The  death  of  a patient  who  con- 
tracted rabies  from  a donated  cornea  was  recently 
reported. 

Ehe  enucleated  eyes  from  donors  having  suit- 
able medical  histories  are  examined  under  high 
magnification.  If  a cornea  appears  adequate  for 
transplantation,  it  is  cultured  and  irrigated  with 
antibiotics.  The  cornea  is  removed  with  a thin  rim 
of  sclera  and  is  placed  in  a sterile  tissue  culture 
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solution.  This  allows  the  cornea  to  be  preserved 
for  up  to  five  days  while  a suitable  recipient,  often 
in  another  part  of  the  country,  is  located.  Even 
though  the  cornea  is  preserved,  time  is  important 
and  the  surgery  should  be  performed  as  quickly 
as  possible. 

The  operation  may  be  carried  out  under  either 
general  or  local  anesthesia.  A round  trephine  is 
used  to  excise  a portion  of  the  central  cornea 
from  the  recipient.  The  periphery  is  spared 
whenever  possible  to  reduce  the  likelihood  of  a 
vascular  reaction  and  subsequent  corneal  rejec- 
tion. A slightly  larger  trephine  is  used  to  punch 
out  a round  button  from  the  donor  cornea.  The 
donor  cornea  is  sutured  under  microscopic  con- 
trol into  the  recipient  bed  with  a fine  non- 
absorbable suture. “ Following  the  operation,  ster- 
oid eyedrops  are  applied  daily  for  several  weeks. 
Vision  usually  begins  to  recover  in  a few  days. 
While  it  generally  reaches  a functional  level  in 
about  a month,  an  occasional  fortunate  patient 
can  see  quite  well  after  only  one  or  two  days. 


Fig  3.  Case  2:  Preoperative  appearance  of  a cloudy 
cornea  with  pseudophakic  bullous  keratopathy.  Visual 
acuity  limited  to  light  perception. 


Fig  4.  Case  2:  Postoperative  appearance  of  the  corneal 
transplant.  Visual  acuity  improved  to  20  30. 


Formerly,  a corneal  transplant  was  considered 
to  be  successful  if  it  was  clear  and  retained  its 
clarity  over  a period  of  time.  Now  a transplant 
must  not  only  be  clear,  but  also  provide  adequate 
vision  for  the  patient.  The  graft  must,  as  far  as 
possible,  be  free  from  astigmatism.  Astigmatism 
is  an  irregularity  of  the  corneal  surface  which 
results  in  one  meridian  having  a different  curva- 
ture from  another,  with  the  cornea  shaped  like  a 
football  rather  than  a basketball.*^  A cornea  with 
pronounced  astigmatism  cannot  be  considered  a 
successful  transplant.  The  intraoperative  use  of  a 
surgical  keratometer  allows  the  surgeon  to  adjust 
the  astigmatism  of  the  cornea  at  the  time  of  trans- 
plantation, or  at  a later  time  if  a graft  revision 
proves  necessary.*’  '* 

Graft  revisions  are  usually  accomplished  by  re- 
section of  a corneal  wedge  from  the  fiat  meridian 
of  the  transplant  or  a relaxing  incision  placed  to 
increase  the  steepness  of  the  flatter  merid- 
ian.*’’ '*’■  " The  Ruiz  modification  of  radial  kera- 
totomy  is  especially  useful  for  this  purpose.*'^ 

Other  Forms  of  Corneal  Transplants 

Corneal  transplants  for  the  repair  of  superfi- 
cial corneal  disease  may  be  perf  ormed  by  lamellar 
keratoplasty.  In  this  operation,  the  anterior  half 
of  the  cornea  is  dissected  and  replaced  with  a 
similarly  prepared  piece  of  donor  tissue,  ft  pre- 
sents fewer  complications  than  penetrating  kera- 
toplasty because  it  is  extraocular  and  does  not 
distort  the  normal  anatomy  of  the  eye.*’ 

Famellar  refractive  keratopasty  is  the  collective 
name  for  a group  of  procedures  designed  to 
change  the  refractive,  or  optical,  state  of  the  eye. 
One  such  operation,  keratophakia,  utilizes  only 
the  stroma  from  a donor  cornea  which  is  frozen 
and  carved  on  a lathe  until  it  is  shaped  like  a lens, 
ft  is  then  implanted  within  the  midstroma  of  a 


Fig  5.  Case  3:  Myopic  keratomileusis  prior  to  suture 
removal  three  weeks  following  the  operation. 
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Fig  6.  Case  4:  Preoperative  appearance  of  the  nasal 
and  temporal  pterygia.  Visual  acuity  20/100. 


Fig  7.  Case  4;  Postoperative  appearance  after  lamellar 
keratoplasty.  Visual  acuity  is  20/30. 


recipient  cornea,  providing  tlie  jjalient  with  the 
additional  power  of  the  carved  corneal  lens. 
Keratophakia  inav  be  used  as  an  alternative  to 
intraocular  lens  innjlantation  following  cataract 
surgcrv. 

Homoplastic  keratoinilensis  utilizes  a donor 
cornea  which  is  frozen  and  reshaped  to  add  or 
subtract  a specified  power,  thereby  reducing 
niyoj)ia  (nearsightedness)  or  hyperopia  (far- 
sightedness).Myopic  keratomileusis  and  ra- 
dial keratotomy  are  the  two  most  common  ocular 
jjrocedures  now  performed  for  the  reduction  or 
elimination  of  myopia. 

Case  Histories 

Case  1:  A 15-year-old  boy  developed  herpes  sim- 
plex keratitis.  Despite  vigorous  treatment  with 
topical  anti-herpetic  medications,  he  developed  a 
dense  corneal  scar  and  visual  acuity  fell  from 
20/20  to  20/400  (Fig  I).  A corneal  transplant  was 
performed  in  September  1982  with  tissue  im- 
ported from  Florida.  Within  12  weeks,  his  vision 


improved  to  20/40.  In  addition  to  the  running 
stitch,  several  interrupted  sutures  were  placed  to 
control  astigmatism  (Fig  2).  The  sutures  have 
now  been  removed,  there  is  virttially  no  astigma- 
tism, and  the  vision  is  20/25  without  correction 
and  20/20  with  correction. 

Case 2:  A cataract  operation  with  an  intraocular 
lens  implantation  was  performed  on  a 70-year- 
old  woman  in  1980.  Fwo  years  later  the  cornea 
developed  hidlous  keratopathv  and  vision 
dropped  to  light  percej)tion  (Fig  8).  A corneal 
transplant  was  performed  with  retention  of  the 
intraocular  lens.  T here  is  essentiallv  no  astigma- 
tism, and  the  visual  acuity  is  20/50  without  correc- 
tion and  20/30  with  correction  (Fig  4). 

('.ase  3:  A 25-year-old  male  had  unilateral  high 
myopia  (—  UFO  diopters)  and  could  not  wear  a 
contact  lens.  The  uncorrected  \ isual  acuity  was  an 
ability  to  “count  fingers”  at  eight  inches  in  the 
myojjic  eye  and  20/20  in  the  opposite  eye.  In  May 
1981,  he  became  one  of  the  first  American  pa- 


Fig  8.  Case  5:  10-month-old  functionally-blind  infant 
with  bilateral  opaque  corneas  due  to  congenital  glauco- 
ma. 


Fig  9.  Case  5:  One  year  following  operation.  Functional- 
ly good  vision.  Photograph  taken  just  prior  to  performing 
a corneal  transplant  on  the  opposite  eye. 
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tients  to  be  treated  with  myopic  keratomileusis. 
Two  weeks  after  surgery,  the  uncorrected  vision 
was  20/100,  and  in  two  months  it  improved  to 
20/50,  20/30  with  correction  (Fig  5). 

Case  4:  A 65-year-old  man  had  had  nasal  and 
temporal  pterygia  which  grew  to  meet  in  the 
visual  axis,  causing  his  visual  acuity  to  fall  from 
20/20  to  20/100  (Fig  6).  He  underwent  excision  of 
both  pterygia  with  lamellar  keratoplasty  and  his 
vision  improved  to  20/30  in  16  weeks  (Fig  7). 

Case  5:  A 10-month-old  infant  was  brought  to 
this  country  from  Central  America  with  bilateral 
congenital  glaucoma  and  opaque  corneas.  He  was 
functionally  blind.  A trabeculotomy  was  per- 
formed on  each  eye  with  resultant  control  of  the 
intraocular  pressure,  but  the  corneal  opacities 
persisted  (Fig  8).  A corneal  transplant  was  per- 
formed on  the  right  eye  in  April  1981,  and  the 
child  returned  to  Central  America.  When  reex- 
amined a year  later,  the  transplant  was  clear  (Fig 
9).  The  infant  seemed  to  have  good  vision  and 
was  able  to  follow  moving  objects.  In  February 
1983,  a corneal  transplant  was  performed  on  the 
left  eye,  and  the  right  eye  was  examined  under 
anesthesia.  It  was  found  to  be  myopic  ( — 7 diop- 
ters) and  to  have  mild  glaucomatous  optic  nerve 
damage  (C/D  = 0.5)  It  has  been  fitted  with  an 
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extended-wear  contact  lens  to  correct  the 
myopia.  No  follow-up  is  available  on  the  results  of 
the  operation  on  the  left  eye. 

Conclusion 

Corneal  transplantation  is  a very  delicate  opera- 
tion which  can  be  performed  by  trained  special- 
ists in  any  hospital  with  equipment  for  ophthal- 
mic microsurgery.  Donor  tissue  is  readily  avail- 
able where  there  are  programs  to  solicit  dona- 
tions and  scarce  in  areas  where  there  is  little  or  no 
interest  in  obtaining  graft  material.  Many  parts  of 
the  country,  including  Rhode  Island,  must  im- 
port corneas  from  other  states.  Corneal  trans- 
plantation is  the  most  common  and  successful 
form  of  human  organ  transplantation.  In  addi- 
tion to  penetrating  keratoplasty,  there  are  also 
forms  of  lamellar  keratoplasty  designed  for  pri- 
mary reconstruction  and  for  refractive  changes. 
Many  patients,  however,  are  discouraged  from 
considering  these  procedures  by  well-meaning 
persons  who  are  concerned  that  corneal  trans- 
plantation is  much  riskier  and  more  painful  than 
it  actually  is.  These  patients  should  be  advised  to 
seek  consultations  from  surgeons  experienced  in 
the  field. 

* Troutman  RC:  .Astigmatic  considerations  in  corneal  graft. 

Ophthalmic  Surg  10(5):21-26,  Nfay  1979. 

® Troutman  RC,  Kelly  ,S,  Kaye  D,  et  al:  The  use  ami  preliminary 
results  of  the  surgical  keratometer  in  cataract  and  corneal 
surgery.  Trans  Am  .Acad  Ophthalmol  Otolaryngol  83(2):232- 
238,  Mar-Apr  1977. 

Jensen  RP,  Jensen  .AC:  Surgical  correction  of  astigmatism  by 
microvvedge  reaction  of  the  limbus.  Ophthalmology  85(12): 
1288-1298,  Dec  1978. 

' ’ Troutman  RC,  Swinger  C:  Relaxing  incision  for  control  of  post- 
operatiye  astigmatism  following  keratoplasty.  Ophthalmic 
Surgery  1 1(2):1 17-120,  Feb  1980. 

Nordon  LT:  Current  Status  of  Refractiye  Surgery.  San  Diego, 
CL  Printing,  1983. 

Barraquer  Jl:  Keratomileusis  for  myopia  and  aphakia.  Ophthal- 
mology 88{8):701-708,  .Aug  1981. 

” Barraquer  Jl:  Queratomilcusis  y Queratofaquia.  Bogota,  Co- 
lombia, Litografia  .Arco,  1980. 

Jakobiec  F.A,  Koch  f’S,  Iwamoto  T,  et  al:  Keratomileusis:  com- 
parison of  pathologic  features  in  penetrating  keratoplasty  speci- 
mens. Ophthalmology  88(12):  1251-1259,  Dec  1981 
Koch  PS,  Jakobiec  F.A,  Iwamoto  F,  et  al:  L’ltrastructure  of  hu- 
man lenticles  in  keratophakia.  .Arch  Ophthalmol  99(9):  1639,  Sep 
1981. 
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Your  patients  want  to  know! 

Your  patients  need  to  know! 

Now  you  con  contribute  to  better  patient  education 
by  distributing  PMI  sheets.  PMIs  ore  handy,  tear-off  drug 
information  sheets  that  are  meant  to  supplement  your 
verbal  Instructions  to  your  patients. 

PMIs  help  to  improve  compliance,  strengthen  your 
relationship  with  your  patients,  and  reduce  the  number 
— but  enhance  the  importance — of  the  call  backs  you 
receive. 


lessly  alarming  the  patient,  PMIs  do  not  list  all  adverse 
drug  reactions  or  less  well-documented  and  rare 
reactions. 

Benefits  you  and  your  patients 

It  Is  the  proper  and  vital  role  of  the  physician  to  provide 
drug  use  Information  to  patients.  While  face-to-face 
counseling  is  an  indispensable  part  of  patient  educa- 
tion, counseling  supplemented  by  written  Information 
has  been  shown  to  be  the  most  effective. 


Quick,  simple,  balanced  drug  information 

PMIs  contain  scientifically  sound  Information  regarding 
the  drugs  you  most  frequently  prescribe.  To  prevent  con- 
fusion, particular  care  has  been  taken  to  make  PMIs 
easy-to-understand  and  easy-to-read.  To  avoid  need- 


PMIs help  to  improve  patient  compliance,  strengthen 
your  professional  relationship  with  your  patients,  and 
reduce  the  number — but  enhance  the  importance — 
of  the  call  backs  you  receive. 

ORDER  YOUR  PMIs  TODAY! 


Complete  this  order  form  and  moil  It  with  your 
payment  to: 

PMI  Order  Dept. 

American  Medical  Association 
P O Box  8052 

Rolling  Meadows.  IL  60008 

(Please  print) 

Nome 

Address 

City 

State/Zip 

Number 

of  pods  PMI  Number  and  Title 

027  Allopurinol 

018  Belladonna  AIkdIoids  and 

Barbiturates 

012  Benzodiazepines 

004  Betd-Blockers 

009  Cephalosporins— Oral 

032  Chloramphenicol — Oral 

017  Cimetidine 

031  Clindamycin/Lincomycin— Oral 

016  Corticosteroids — Oral 

006  Coumorin-Type  Anticoagulants 


005 

Digitalis  Medicines 

039 

Verapamil 

034 

Ergot  Derivatives 

028 

Xanthine  Derivatives — Oral 

010 

Erythromycin 

NEW  PMIs  now  available! 

026 

Ethosuximide 

049 

Acetaminophen 

001 

Furosemide 

050 

Amiloride  and  with  Thiazide 

024 

Guonethidine 

043 

Antihistamines 

022 

Holoperldol 

047 

Aspirin 

023 

Hydralazine 

044 

Bronchodilator  Aerosols 

035 

Indomethocin 

054 

Clonidine 

015 

Insulin 

048 

Codeine 

038 

Iron  Supplements 

056 

Diphenoxylate  with  Atropine 

033 

Levodopa/Carbidopo  and 

057 

Isotretinoin 

Levodopa 

059 

Methotrexate  (for  psoriasis) 

021 

Lithium 

055 

Methysergide 

014 

Methyidopa 

045 

Pentazocine — Oral 

030 

Metronidazole 

041 

Phenothiazines 

040 

Nifedipine 

058 

Potassium  Supplements 

013 

Nitroglycerin 

052 

Prazosin 

Sublingual  Tablets 

046 

Propoxyphene  and  with  Aspirin 

oil 

Nonsteroidal 

or  Acetaminophen 

Anti-Inflammatory  Drugs 

053 

Spironolactone  and  with  Thiazide 

007 

Oral  Antidiabetes  Medicines 

060 

Steroid  and  Antibiotic  Eye  Drops 

003 

Penicillins — Oral 

051 

Triamterene  and  with  Thiazide 

036 

Phenylbutazone/ 

042 

Tricyclic  Antidepressants 

Oxyphenbutdzone 

019  Phenytoin 

037  Quinidine/Procoinamide 

020  Sulfonamides 
008  Tetracyclines 
002  Thiazide  Diuretics 
029  Thyroid  Replacement 
025  Valproic  Acid 


Total  number  of  pods  (5  pad  minimum 

50  PMIs  per  pod) 

5 100 pef  pQ j 

5 Subtotal 

S 

1 Residents  of  IL  and  NY  must 

odd  appropriate  sole  tax  to  subtotal 
5 Total  payment  (check  enclosed) 
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Development  of  the  Protocol  for  Organ 
Procurements  at  Rhode  Island  Hospital 

Increasing  Attention  Is  Given  to  Procurement  and  Transplantation 
of  Kidneys,  Livers,  and  Other  Organs 


Robert  A.  DeNoble,  MBA 


In  January  1981,  a young  woman  sulTerecl  a 
cerebral  hemorrhage  after  giving  birth,  anti  was 
transferred  to  Rhode  Island  Hospital  in  Pro\i- 
dence,  Rhode  Island.  After  learning  that  the  pa- 
tient exhibited  signs  of  irreversible  brain  death, 
her  family  wanted  to  donate  her  organs  for  possi- 
ble transplantation  and  called  the  New  England 
Organ  Bank.  The  donor  bank  is  a Boston-based 
regional  program  established  to  facilitate  the  pro- 
curement and  transplantation  of  organs.  Repre- 
sentatives from  the  donor  bank  called  the  hospi- 
tal to  make  the  arrangement  necessary  to  remove 
the  young  woman’s  kidneys  for  a later  trans- 
plantation. 

After  this  call  and  a review  of  the  background 
facts  of  the  case,  we  attempted  to  determine  the 
hospital  policies  and  procedures,  if  any,  for  deal- 
ing with  such  situations.  No  kidney  procurement 
had  been  performed  at  Rhode  Island  Hospital 
since  1973,  and  there  were  no  policies  or  proce- 
dures to  provide  guidelines  for  the  immediate 
situation.  After  conferring  with  legal  counsel,  the 
medical  staff,  and  the  State  Medical  Examiners 
Office,  hospital  officials  requested  that  the  New 
England  Organ  Bank  send  a qualified  team  to 
procure  the  patient’s  kidneys. 

The  Executive  Committee  of  the  Medical  Staff, 
anticipating  the  likelihood  of  similar  situations  in 
the  future,  appointed  an  ad  hoc  committee  to 
examine  the  feasibility  of  kidney  procurement  by 
members  ol  the  Rhode  Island  Hosj^ital  medical 
staff.  The  ad  hoc  committee  focused  on  three 
major  issues.  Eirst,  should  the  hospital  j^articij^ate 
in  kidney  procurements?  Second,  should  physi- 
cians from  the  New  England  Organ  Bank  or  f rom 


Robert  d.  DeSoble,  MBA,  is  Vice-President,  Rhode 
Island  Hospital,  Providence,  Rhode  Island.  He  re- 
ceived his  MBA  degree  from  Hari'ard  Business  School. 


the  hospital  staff  perform  the  procedure?  T hird, 
if  the  hospital  permitted  physicians  from  the 
donor  bank  to  perform  these  procedures,  what 
relationship  should  exist  between  Rhode  Island 
Hospital  and  the  New  England  Organ  Bank? 

The  Role  of  the  Hospital 
in  Kidney  Procurement 

As  the  first  step  in  its  deliberations,  the  ad  hoc 
committee  concluded  that  the  procurement  and 
transplantation  of  kidneys  is  a proven  medical 
procedure  which  contributes  substantially  to  the 
quality  of  life.  With  that  jiremise  as  its  basis,  the 
committee  then  turned  its  attention  to  the  legal 
ramifications  of  the  procedure.  The  kidneys 
must  be  removed  prior  to  the  cessation  of  respira- 
tory and  circulatory  functions,  and  the  patient  is 
maintained  on  a respirator  until  the  procedure  is 
completed.  As  a result,  the  primary  legal  issue 
faced  by  the  committee  was  whether  a declaration 
of  death  based  on  brain  death  criteria  would  pro- 
tect those  involved  with  the  procedure. 

The  legal  status  regarding  brain  death  criteria 
was  reviewed  by  the  legal  counsel  for  the  hospital. 
At  the  time,  the  State  of  Rhode  Island  lacked  a 
statutory  definition  of  brain  death,  and  there 
were  no  guidingjudicial  determinations  from  the 
state  courts.  Consequently,  the  common  law  rule, 
eg,  that  death  occurs  upon  the  cessation  of  res- 
piratory and  circulatory  functions,  woukl  prevail 
in  the  absence  of  a specific  law  or  cciurt  ruling. 
The  attorney,  however,  cited  national  trends  (^ver 
the  past  ten  years  which  have  shaped  a definition 
of  brain  death.  T hese  consisted  of  legislative  def- 
initions aj)proved  by  the  legislatures  of  2b  states 
and  court  decisions  in  nine  others,  including  a 
ruling  by  the  Massachusetts  Su|)reme  C'.ourt.  It 
was  his  oj)inion  that  the  accumulated  judicial 
precedent,  es})ecially  the  Massachusetts  oj)inion, 
would  influence  the  Rhode  Island  courts  if  they 
were  confronted  with  the  issue. 
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Since  this  analysis  by  the  hospital  legal  counsel 
and  the  conclusion  of  the  ad  hoc  connnittee’s 
deliberations,  a Uniform  Determination  of  Death 
Act  was  enacted  in  Rhode  Island.  This  act,  passed 
during  the  january  1982  session  of  the  (General 
Assembly,  provides  that  “an  individual  who  has 
sustained  either  ( 1 ) irreversible  cessation  of  cir- 
culatory and  respiratory  functions,  or  (2)  irre- 
versible cessation  of  all  functions  of  the  entire 
brain,  including  the  brain  stem,  is  dead.  A deter- 
mination of  death  must  be  made  in  accordance 
with  accepted  medical  standards.”  In  August 
1982,  the  Of  fice  of  the  State  Medical  Examiner 
promulgated  rides  and  regidations  to  imjdement 
this  legislation,  and  an  analysis  of  these  regida- 
tions has  been  publisheil  in  an  earlier  issue  of  this 
Journal. ' 

Because  of  its  opinion  that  the  [procurement  of 
kidneys  contributes  to  the  [preservation  ipf  life  and 
the  existence  (pf  clear  national  legislative  and  judi- 
cial trends,  the  committee  recipinmended  that 
Rlupile  Island  ffos[pital  [partici[pate  in  a kidney 
procurement  program. 

Who  Should  Perform  the  Procedure? 

I he  committee  next  focused  ipu  the  devel(P[Pinent 
(pf  an  ap[pr(P[Pi  iate  protipcipl.  I'he  chief  of  urolcpgy 
at  the  h(PS[pital  repiprted  that  the  urology  stall  had 
reviewed  the  legal  status  ipI  the  procedure,  sup- 
pipited  the  [procurement  ipI  kidneys,  and  would 
participate  in  such  a pripgram.  He  expressed  ciPii- 
cern,  however,  about  the  fact  that  each  member 
(pf  the  urohpgy  stafl  probably  woidd  perfiprm  very 
few  kidney  [procurements  during  the  course  (pf  a 
year.  It  was  felt  that  the  number  ipf  o[perati(Pus 
done  bv  each  surgeon  wipuld  lupt  be  sufficient  tip 
maintain  the  re([uired  expertise.  As  a result  of 
this  concern,  the  committee  reciPinmended  that 
the  pripcedure  be  performed  on  a regiiPiial  basis 
bv  surgeiPiis  of  the  New  England  Organ  Bank. 

In  1983,  however,  the  president  of  the  New 
England  Organ  Bank  visited  Rhode  Island  Hos- 
pital, spoke  to  the  ad  hoc  committee,  and  en- 
dorsed the  concept  of  hips[pital  urologists  actively 
participating  in  the  [pripgram.  A group  of  eight 
urologists  have  agreed  to  share  this  respiPiisibility 
and  have  declared  themselves  available.  In  most 
(Pther  New  England  hospitals,  procurement  is 
performed  by  local  teams. 

I he  Committee  also  dealt  with  the  concerns  of 
other  [pripfessiipnals  and  support  personnel  on  the 
hospital  staff  who  would  be  involved.  Because 
Rhode  Island  Hos[pital  persipnnel  are  most  famil- 
iar with  the  available  facilities  and  equipment,  the 
committee  suggested  that  the  operating  room 


staff  from  the  hospital  provide  the  support  neces- 
sary for  the  procedure.  This  recipinmendation, 
after  an  ipppipi  tunity  for  thoripugh  discussion  of 
the  issues  with  the  affected  persiPimel,  was  en- 
diprsed  by  the  o[perating  ripom  staff. 

Relations  with  the  New  England  Organ  Bank 

Ehe  ad  hoc  committee  recommeniled  that  Rhode 
Island  Hospital  develipp  a formal  relationship 
with  the  New  England  Organ  Bank  and  adippt  a 
protipcipl  to  cover  the  [procedure.  Ehe  cipinmittee 
further  stipidated  that,  as  part  of  the  hospital’s 
agreement  with  the  diPiior  bank,  the  hospital 
should  be  provided  with  the  names  and  creden- 
tials (pf  all  donor  bank  surgeons  who  might  per- 
form such  a procedure  at  the  hospital.  It  also  was 
recipinmended  that  the  hospital  president  or  his 
ilesignee  be  permitteil  to  grant  temporary  priv- 
ileges for  performing  the  operation  to  approved 
surgeons  after  a review  of  their  credentials. 

Program  Implementation 

Ehe  Executive  C>ommittee  of  the  Medical  Staff 
approved  these  recommendations  in  May  1981, 
as  dill  the  Board  of  Trustees  later  that  year.  In 
aildition  to  a formal  agreement  with  the  New 
England  Organ  Bank,  the  hospital  established  a 
review  mechanism  to  grant  temporary  privileges 
to  surgeons  from  the  donor  bank.  The  Rhode 
Island  Department  of  Health  does  not  require 
these  physicians  to  hold  valid  medical  licenses  in 
Rhode  Island  as  long  as  a fully-licensed  physician 
on  the  Rhode  Island  Hospital  staff  supervises 
operation  of  the  program.  This  role  is  filled  by 
the  chief  of  urology. 

After  the  overall  policy  was  approved  by  the 
medical  staff  and  governing  body  of  the  hospital, 
a formal  protocol  was  developed.  This  protocol 
adilresses  the  following  considerations:  the  pur- 
pose of  the  protocol;  the  objectives  of  the  pro- 
gram; general  guitlelines  for  identifying  poten- 
tial donors;  responsibilities  of  referring  physi- 
cians, the  director  of  the  operating  room,  nursing 
staff,  and  physicians  from  the  New  England 
Organ  Bank  and  the  transplant  coordinator;  bill- 
ing [jrocedures;  and  medical-legal  deaths. 

In  accordance  with  the  agreement  between  the 
hospital  and  the  New  England  Organ  Bank, 
twelve  kidney  procurement  procedures  have 
been  performed  at  Rhode  Islanil  Hospital  since 
January  1981. 

Future  Program  Development 

Ehe  major  focus  during  the  past  several  years  has 
been  on  the  procurement  of  kidneys.  More  and 
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more  attention,  however,  is  given  to  the  procure- 
ment and  transplantation  of  such  other  organs  as 
livers,  hearts,  lungs,  and  bones.  The  ad  hoc  com- 
mittee, originally  established  to  examine  the 
feasibility  of  kidney  procurements,  will  broaden 
its  focus  and  explore  the  possibilities  and  rami- 
fications of  an  expanded  organ  procurement 
program.  Indeed,  orthopedic  surgeons  at  Rhode 
Island  Hospital  already  have  performed  a suc- 
cessful bone  procurement  procedure. 

We  look  forward  to  further  advances  and  de- 
velopments in  the  area  of  organ  procurement 
and  transplantation  so  that  we  may  contribute 
further  to  the  quality  of  life  in  Rhode  Island. 

Reference 

‘ C.oldowskv  SJ:  Uniform  determination  of  death.  Mode  Island 

Medical  Journal  66(8):309-3 1 1. 


593  Eddy  Street 

Providence,  Rhode  Island  02902 


BroadMed  Medical  Building 

Physician  Suites  Available 
Two  blocks  from  St.  Joseph  Hospital 

557  Broad  Street 
Providence,  Rhode  Island 
02907 


Rhode  Island’s  newest  and  most  advanced 
medical  building;  ample  parking;  complete 
security  system;  full  x-ray,  ultrasound, 
pharmacy,  and  laboratory  services;  multi- 
lingual receptionists;  computer  facilities. 

For  more  information  call  401/331-7555 


Briox. 

the  new,  safe 
concept  in  oxygen 
for  home  use. 

NO  MORE  TANKS 

Safe,  simple,  convenient  and  economi- 
cal. The  Oxy-Concentrator  actually  con- 
centrates oxygen  from  normal  room  air 
and  delivers  it  to  the  patient  in 
enriched,  filtered  and  conditioned  form. 

CALL  US  NOW  FOR  DETAILS 

Medicare  and  Third  Party  Approval 


A Complete  Medical 
Supply  Center 


Medicare  Claims 
Accepted 


SURGICAL  CENTERS 


685  Park  Ave. 

Cranston 
(401)  781-2166 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  tacilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stab 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Fig  1 . Non-contrast  CT  scan  (5  mm  thick)  of  the  adrenal 
glands 


Allan  M.  Deutsch,  MD 
Michael  J.  Ryvicker,  MD 
Sanford  L.  Schatz,  MD 
Howard  R.  Cohen,  MD 

Department  of  Radiology 
The  Miriam  Hospital 
Providence,  Rhode  Island 


Fig  2.  Photographic  magnification  of  the  adrenal  glands 


History 

40-year-old  female  with  long-standing  hyper- 
tension and  complaints  of  muscle  weakness. 


Fig  3.  Range  of  interest  measurement  demonstrates  an 
attenuation  value  of  -25  Hounsefield  units 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

A non-contrast  scan  of  the  adrenal  glands  dem- 
onstrates a mass  of  the  left  adrenal  gland,  3 cm  in 
diameter,  showing  an  attenuation  value  within 
the  range  of  fat  tissue.  The  right  adrenal  gland  is 
normal,  as  revealed  by  its  posterior  and  medial 
concave  borders. 

Diagnosis 

Aldosterone  secreting  adrenal  tumor. 

Discussion 

The  use  of  computed  tomography  (CT)  in  eval- 
uating adrenal  morphology  is  now  a widely- 
accepted  diagnostic  modality.  Until  the  advent  of 
CT,  such  other  diagnostic  imaging  methods  as 
conventional  radiography,  scintigraphy,  and 
ultrasound  were  used.  Plain  film  radiography, 
combined  with  high-dose  excretory  urography 
and  linear  tomography,  can  detect  masses  only 
when  thev  are  greater  than  2.5  cm  in  diameter.' 
While  scintigraphy,  using  radionuclide  iodinated 
cholesterol  derivatives,  can  be  used  to  localize 
cortisol  or  aldosterone-producing  tumors,  non- 
cortical  tumors  do  not  absorb  the  radiophar- 
maceutical agent.  Furthermore,  the  examination 
requires  several  days  to  complete.  Although  gray- 
scale ultrasonography  is  often  able  to  detect  both 
normal  and  abnormal  adrenal  glands,  the  study  is 
technicallv  difficult  to  perform. 

Computed  tomography  overcomes  many  of 
these  disadvantages.  With  the  development  of 
rapid  scanners  and  the  ability  to  produce  5 mm 
thick  sections,  precise  demonstration  of  normal 
adrenal  glands  and  the  detection  of  tumors  small- 
er than  1 cm  in  diameter  becomes  feasible.'^ 
Fhere  is  no  delay  before  the  procedure,  and  the 
study  is  not  difficult  from  the  standpoint  of  the 
operator. 

On  the  axial  images  produced  by  CT,  the 
adrenals  are  seen  to  be  separated  from  the  sur- 
rounding structures  by  retroperitoneal  fat.  The 
right  adrenal  gland  is  located  just  superior  and 
anteromedial  to  the  upper  pole  of  the  left  kidney. 
Fhe  CT  appearance  of  the  normal  adrenal  gland 
usually  falls  into  one  of  two  major  categories.  The 
gland  most  commonly  has  the  shape  of  an  arrow  - 
head or  an  inverted  “V.”  If  only  one  limb  of  the 


inverted  is  identified,  the  gland  will  appear  as 
a linear  or  elongated  density  resembling  a com- 
ma. More  important  than  the  shape  of  the  gland 
is  the  fact  that  a normal  adrenal  gland  always  has 
straight  or  concave  margins.  The  adrenal  gland, 
regardless  of  intrinsic  measurements,  must  be 
considered  abnormal  if  the  borders  are  external- 
ly convex.'' 

A specific  pathologic  diagnosis  is  rarely  possi- 
ble on  the  basis  of  the  appearance  of  an  adrenal 
lesion  on  CT  examination.  I'his  is  not  essential, 
however,  as  the  clinical  presentation  and  the 
biochemical  abnormalities  of  the  patient  are 
often  distinctive.  The  CT  permits  the  differentia- 
tion between  bilateral  hyperplasia  and  unilateral 
tumors.^ 

This  patient  presented  with  the  clinical  and 
biochemical  manifestations  of  hyperaldosteron- 
ism. The  autonomous  hypersecretion  of  aldoste- 
rone may  be  caused  by  either  hyperplasia  or  an 
adenoma  of  the  adrenal  cortex  (about  75  per  cent 
of  cases). ^ It  is  important  to  differentiate  between 
the  two  etiologies  since  medical  management  is 
the  treatment  of  choice  in  bilateral  hyperplasia, 
while  an  aldosterone-producing  tumor  may  be 
curable  by  an  adrenalectomy.'’ 

In  addition  to  the  evaluation  of  the  adrenal 
gland  for  morphological  manifestations  of 
hyperplasia  and  primary  tumors,  computed 
tomography  is  an  indicated  modality  for  the  eval- 
uation of  metastatic  disease  to  the  adrenals.  The 
adrenal  gland  is  a common  site  of  metastases 
from  bronchogenic  carcinoma.  Although  this 
concept  is  more  widely  accepted  for  small  cell 
carcinoma,  recent  studies  have  revealed  that  the 
adrenal  gland  is  the  most  frequent  site  of  metas- 
tases found  at  autopsies  performed  within  one 
month  of  thoracic  surgery.'  While  prospective 
studies  are  not  yet  available,  it  appears  reasonable 
to  recommend  CT  evaluation  of  adrenal  glands 
in  patients  with  non-small  cell  lung  cancer,  as  well 
as  small  cell,  especially  if  they  are  undergoing  CT 
examination  of  the  chest. 

It  is  apparent  that  computed  tomography, 
when  performed  with  rapid  scanning  techniques 
and  thin  (5  mm)  sections,  has  become  the  initial 
diagnostic  procedure  of  choice  when  evaluating 
the  adrenal  gland  for  cysts,  hyperplasia,  primary 
adrenal  tumors,  or  metastatic  disease. 
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HAVE  YOU  HEARD? 

Burroughs  Wellcome  Co.  recently  introduced  a 
neuromuscular  blocker  which,  company  officials 
claim,  will  permit  anesthesiologists  to  maintain 
greater  control  of  muscle  relaxation.  Tracrium® 
(actracurium  besylate),  a non-depolarizing  sur- 
gical muscle  relaxant,  is  the  first  neuromuscular 
blocker  of  intermediate  duration  approved  by 
the  Food  and  Drug  Administration.  Intended  to 
supplement  general  anesthesia  by  promoting 
skeletal  muscle  relaxation  during  surgery,  it  is 
expected  to  be  especially  beneficial  for  patients  at 
high  risk  for  surgery,  including  the  elderly  and 
patients  with  impaired  renal,  hepatic,  or  circula- 
tory functions. 

• • • 

The  National  Heart,  Lung,  and  Blood  Institute 
recently  published  Heart  to  Heart:  A Manual  on 
Xutrition  Counseling  for  the  Reduction  of  Car- 
diovascular Disease  Risk  Factors  (NIH  Publication 
83-1528).  Designed  primarily  for  health  educa- 
tors and  nutrition  counselors,  the  1 20-j)age  refer- 
ence hook  includes  information  on  nutritional 
assessment  and  monitoring  techniijues,  nutrition 
counseling  guidelines  and  skills,  medical  history 
and  dietary  habit  worksheets,  and  a bibliography 
of  additional  resources.  Single  copies  are  avail- 
able at  no  charge  from  the  Public  liujuiries  and 
Reports  Branch,  Box  HH,  National  Heart,  Lung, 
and  Blood  Institute,  Building  31 -Room  4A21, 
Bethesda,  MI)  20205. 


Infant  walkers,  under  criticism  for  creating  a 
high  accident  risk  and  producing  abnormal  gait 
patterns  in  normal  children,  also  harm  infants  in 
the  early  stages  of  cerebral  palsy.  According  to  a 
paper  in  the  December  1983  American  Journal  of 
Diseases  of  Children,  researchers  at  the  University 
of  Washington,  Seattle,  report  that  the  walkers 
exaggerate  and  perpetuate  such  primitive  re- 
flexes as  “scissoring”  of  the  legs  and  standing  on 
the  toes  and  may  well  lead  to  dislocation  of  the 
hips  and  contracture  of  the  heel  cords.  The  use  of 
the  walkers  also  delays  development  of  balancing 
reactions  and  other  protective  responses. 

• • • 

While  some  automobile  drivers  require  telescopic 
eye  glasses  to  pass  the  driver  examination  and  to 
read  roadway  signs,  these  lenses  severely  distort 
their  view  of  the  roadway.  A report  in  the  Decem- 
ber 1983  Archives  of  Ophthalmology  recommends 
that  these  drivers  not  be  required  to  wear  tele- 
scopic lenses,  the  so-called  bioptic  telescopic  spec- 
tacles (BTS),  as  the  telescopic  part  of  the  lens 
creates  a large  blind  area  in  the  peripheral  field  of 
vision.  Moreover,  the  use  of  BTS  lenses  requires 
drivers  either  to  reposition  their  heads  or  the 
glasses  in  order  to  read  roadway  signs.  As  the 
repositioning  process  takes  an  estimated  three 
seconds,  such  a visually  impaired  driver  traveling 
at  60  mph  would  have  covered  264  feet  by  the 
time  the  entire  process  was  completed.  Many  of 
these  drivers,  the  report  continues,  compensate 
for  their  lack  of  visual  acuity  by  becoming  ex- 
tremely familiar  with  their  routes  or  taking  pas- 
sengers with  them  to  read  the  road  signs  on  un- 
familiar roadways. 

• • • 

I he  first  case  of  acquired  immune  deficiency  syn- 
drome (AIDS)  reported  in  a homosexual  male 
with  hemophilia  A is  cited  in  the  December  1983 
issue  of  the  Archives  of  hiternal  Medicine.  Research- 
ers at  the  Northwestern  University  Medical 
School,  Chicago,  report  that  their  j)atients,  as  well 
as  jtreviously  rej)orted  heterosexual  male 
hemophiliacs  with  AIDS,  had  been  treated  with 
commercially-prepared  factor  \’H1  concentrate. 
Reduced  helper-to-suppressor  cell  ratios,  a hall- 
mark of  AIDS,  have  been  found  in  60  per  cent  of 
hemophilia  A patients  treated  with  factor  \’III, 
which  is  obtained  from  plasma  pools  collected 
from  up  to  22,500  individual  donors.  None  of  the 
hemophiliacs  treated  with  cryojjrecipitate,  a fac- 
tor \’H1  fraction  obtained  from  individual  units 
of  plasma  only,  demonstrated  this  finding. 
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The  programs  listed  below  were  scheduled  prior  to  12/31  80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  PL  94  445.  effective  1/1  77.  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
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1 1 Day  Caribbean 
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June  30- July  14  (from 
San  Francisco,  CA) 
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The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
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BRIEF  SUMMARY 

PROCARDIA  ■ (nifedipmel  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  (niferfipine)  is  indicated  for  the 
management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria  1 ) classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation  ?.)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3l  angiograpbically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  signilicani  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  elecirocardiographic  findings  are  compatible  with  intermittent  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Elforl-Associated  Angina):  PROCARDIA  is  indicated  tor 
the  management  ol  chronic  stable  angina  (etiorl  associated  anginal  without  evidence  ol  vasospasm 
n patients  who  remain  symptomatic  despite  adequate  doses  ol  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  leflorl-associated  angina)  PROCARDIA  has  been  etiective  m controlled 
trials  ol  up  lo  eight  weeks  duralion  in  reducing  angina  Irequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  ol  long-term  safety  in  those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  ol  patients  suggest  concomitant  use  ot  PRDCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  intor 
malion  is  not  sullicient  lo  predict  with  confidence  the  effects  ol  concurrent  IrealmenI  especially  in 
patients  with  compromised  left  ventricular  lunclion  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  lo  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ol  the  drugs  (See  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension.  Although  in  most  patients,  the  hypotensive  ellect  ot 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  lilralion  or  al  the  lime  ot 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  (luid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  tentanyl  anesthesia  The  interaction  with  high  dose  lentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  bul  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  lentanyl  m other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  of  these  potential  problems  and 
it  the  patient  s condition  permits  sulficieni  time  (at  least  36  hours)  should  be  allowed  tor 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  Irequency  du- 
ration or  seventy  ol  angina  on  starting  PROCARDIA  or  al  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  bul  could  result  Irom  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Beta  Blocker  Wrltidrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  lo  increased  sensitivity  to  catechol- 
amines Initiation  ol  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
lo  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  in  a setting  ot  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  slopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure.  Rarely  patients  usually  receiving  a beta  blocker,  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  at  greater  risk  (or 
such  an  event 

PRECAUTIONS  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  ol  blood  pressure  during  the  initial  administration  and  titration 
ot  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  (or  patients  already 
taking  medications  that  ate  known  lo  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema.  Mild  lo  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  lo  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  (ailure,  care  should  betaken 
to  ditlerenliale  this  peripheral  edema  from  the  etlects  ot  increasing  left  ventricular  dyslunclion 

Drug  rnleractions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
n over  1400  patients  in  a non-comparalive  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated,  bul  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  ot  congestive  heart 
tailure  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  lo  evaluate  the  antianginal  ettectiveness  ot  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ot  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ot  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  loxicily  was  not  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxin  levels,  it  is  recommended  that  digoxin  levels  be  monitored  when  initialing.  ad|ust- 
ng  and  discontinuing  PRDCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis  impairment  oMertility  When  given  to  rats  prior  to  mating,  nite- 
dipine  caused  reduced  fertility  al  a dose  approximately  30  limes  the  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  intormalion  with  reference  lo  teratogenicity  in 
rats  embryoloxicily  m tats  mice  and  rabbits,  and  abnormalities  in  monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness,  headache  and  Hushing  each  occurring  m about  10%  ol  pa- 
tients, transient  hypotension  in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  ol  PROCARDIA  or  concomitant  antian- 
ginal  medication  Additionally  the  following  have  been  reported  muscle  cramps,  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  inllammation,  loinl  stillness,  shaki- 
ness,  sleep  disturbances  blurred  vision,  dilficullies  in  balance  dermatitis  pruritus  urticaria  le- 
ver sweating  chills  and  sexual  difficulties  Very  rarely  introduction  ot  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  Irom  the  nat- 
ural history  ot  the  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  mtarction  occurred  in  about  4%  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2°o  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  in  fewer  than  0 5%  of  patients 

Laboratory  Tests:  Rare,  mild  to  moderate,  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  lDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  signilicantly  ele- 
vated transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  ot  gall  bladder 
disease  after  about  eleven  months  ot  nifedipine  therapy  The  relationship  lo  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  to  PROCARDIA  therapy  has  been  reported  twice  m the  extensive  world 
iteralure 

HOW  SUPPLIED  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ot  niledipine 
PROCARDIA  CAPSULES  are  supplied  m bottles  ot  100  (NDC  0069  2600-66)  300  (NDC  0069- 
2600-72)  and  unit  dose  (lOxtO)  INDC  0069-2600-41)  The  capsules  should  be  protected  from 
light  and  moisture  and  stored  al  controlled  room  temperature  59  lo  77  F ( 15  lo  25  C)  in  the  man- 
ulacturer  s original  container 

More  detailed  professional  intormalion  available  on  request  c 1982  Ptizerlnc 

LABORATORIES  DIVISION 
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PFIZER  INC 


1 


7 can  do  things  that  I 
coukJntdo  forByrs  including 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDlAt*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work.. .and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,'^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%) 


joining  the  human  race  again 


cables  from  an  unsolicited  1 
letter  received  by  Pfizer  from  an 
angina  patient. 

While  this  patients  eaperience^ 
is  repr^ntative  of  many 
unsc^lted  commertts  received, 
not  aH ggtients  will  respond  to 
Procardia  nor  will  they  all  . 
respond  to  the  same  degree 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  anchor  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 
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Capsules  10  mg 


Please  see  PROCARDIA  brief  summary  on  adioinmg  page 


Arthritis  Therapy 
That  Checks  Out. 


Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 

ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 

Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


2 HR/pH  7.5 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 

Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release  • 
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ZORprin 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorprin  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorprin  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorprin,  is  a salicylate  that  has 
demonstrated  anti-intlammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorprin  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorprin  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH  It  is  this  pH  dependence  of  Zorprin  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential  □ Bioavailability  data  for  Zorprin  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorprin  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorprin  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%).  acyl  glucuronides  (5%)  and  gentisic  acid  (<)%),□  INDICATIONS  & USAGE: 
Zorprin  is  indicated  (or  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis  The  safety  and  efficacy  of  Zorprin  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care)  □ In  patients  treated  with  Zorprin  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorprin  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorprin  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS)  Zorprin  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  conventional  release  aspirin,  but  these  patients  when  treated  with  Zorprin  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorprin  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relatively  long  onset  of  action,  Zorprin  is  not  recommended  tor  antipyresis  or  (or  short-term 
analgesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  fever  accompanied  by  dehydration 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  agent  must  be  reduced  The  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics.  D While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid  □ USE  IN  PREGNANCY  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus.  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction  O Salicylates 
can  produce  changes  in  thyroid  function  tests  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia,  Vitamin  K deficiency  and  in  those  undergoing  surgery  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures.  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs.  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2 0 grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates.  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis  Patients  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia  □ Gastrointestial: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  taken  aspirin  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes.  e g slow-reacting  substance  of  anaphylaxis  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease.  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  contusion,  drowsines.  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg  dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  71  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants,  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravenous  infusions  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal  ) □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  ol  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream,  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin,  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  tor  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg:  plain,  white  capsule-shaped  tablets  □ Bottles  of  100  Tablets  — NDC  0524-0057-01  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4,308.251  a Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS.  INC.,  Shreveport,  Louisiana  71106  U.S.A. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  IS  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  It  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuna.  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
IS  more  likely  in  the  severely  ill.  with  unne  volume  less  than  one 
liler/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K’*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  It  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia. agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  melhtus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adiustments  may  be  necessary  Clinically  insignificant 
reductions  in  aderial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Tnamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components  Theretoie.  Dyazide  should  be  used  with 
caution  in  patients  with  histones  of  stone  formation  A tew  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'  The  following  may  occur,  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemial  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  rrffeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensive drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialade- 
nitis. and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incdents  of  acufe  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide'.  although  a causal  relationship  has  not 
been  established 

Supplied:  Dyazide  is  supplied  in  bottles  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  institu- 
tional use  only);  in  Patienl-Pak'  unit-of-use  bottles  of  100. 
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objective  evidence 
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efficacy  of  ^ 
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flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 


Caution  patients  about  drinking  alcohol, 
driving  or  operating  hazardous  machinery 
during  therapy. 


References:  1.  Kales  A et  at:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  data  on  file.  Hoffmann-La  Roche  Inc., 
Nutley.  NJ  2.  Kales  A:  Data  on  file,  Hoffmann-La  Roche 
fnc.,  Nutley,  NJ  3.  Zimmerman  AM:  Cun  Ther  Res 
/3:18-22,  Jan  1971  4.  Kales  A et  al:  JAMA  24/:1692-1695, 
Apr  20.  1979  5.  Kales  A,  Scharl  MB,  Kales  JD:  Science 
201:1039  1041,  Sep  15.  1978  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6,  Sep  1970  8.  Frost  JD  Jr, 
DeLucchi  MR:  JAm  Ceriair  Soc  27:541-546,  Dec  1979. 

9.  Dement  WC  el  al:  Behav  Med  5:25-31.  Oct  1978. 

10.  Vogel  GW:  Data  on  file,  Hoffmann  La  Roche  Inc., 
Nutley,  NJ  II.  Karacan  I.  Williams  RL,  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
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ing of  the  American  Psychiatric  Association,  Washing- 
ton, DC,  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  15th  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep,  Edinburgh,  Scotland,  June 
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(flurazepam  HCI/Roche) 

Before  prescribing,  piease  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  chcirac- 
terized  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  lluraze- 
pam  HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discontinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  (e  g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
and  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  meiximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderly  or  debilitated  patients:  15  mg  recom- 
mended initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCI 
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important 
criteria: 


•Rapid  onset  of  sleep.' 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy.' 

•More  total  sleep  time  on  nights 
12  tol4  of  therapy.' 

•Continued  efficacy  for  at  least  28  nights ; 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued.' 


15-mg/30-mg  capsules 
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RHODE  ISLAND  MEDICAL  SOCIETY 

Newsletter 


Charles  P.  Shoemaker,  Jr.,  MD,  President 
Wendy  J.  Smith,  Editor 


ACTUARY  TO  REPRESENT  SOCIETY  DURING 
MALPRACTICE  RATE  HEARINGS 

The  Gouncil  of  the  Rhode  Island  Medical 
Society  recently  authorized  retention  of  a 
consultant  actuary  to  review  an  antici- 
pated rate  hike  from  the  Medical  Malprac- 
tice Joint  Underwriting  Association  (JUA) 
of  Rhode  Island.  The  JUA  reportedly  plans 
to  seek  a 17  per  cent  Increase  for  basic 
coverage  during  the  1984-1985  premium  year, 
and  a 60  per  cent  increase  for  excess-  li- 
mits coverage.  The  JUA  requests  will  be 
the  subject  of  hearings  before  the  Depart- 
ment of  Business  Regulation  later  thj.s 
year.  J 

In  previous  years,  the  actuarial  consult- 
ing firm  of  Woodward  & Fondiller,  New  York, 
has  been  retained  to  represent  RIMS  at  the 
JUA  rate  hearings.  As  a result  of  testi- 
mony presented  by  James  Stergiou,  the 
firm's  senior  vice-president,  the  Depart- 
ment of  Business  Regulation  in  1983 
limited  the  requested  64  per  cent  increase 
to  24  per  cent  for  basic  coverage  and  denied 
a proposed  JUA  hike  for  excess  limits 
coverage . 

In  other  actions  at  its  February  6 meeting, 
the  Council: 


• heard  a detailed  presentation  from  Dr 
Fr^erick  S.  Crisafulli,  Vice-President 
and  Medical  Director,  Health  Care  Review 
'(formerly  Rhode  Island  PSRO)  . The 
^Qu|p  sought  the  Society's  endorsement 
j^df:;its  application  for  designation  as 
Q -prof essional  review  organization 

for  the  state.  As  a PRO,  Health 
P ^re  Review  would  be  responsible  for 
lir^viewing  the  cost  and  quality"  of 
^ fCi^Tye  provided  to  hospitalized  Medicare 
^5^^onts.  He  noted  that  Health  Care 
:£e^iew  will  play  a pivotal  role  in 
ri^^uring  that  Medicare  cases  are  as- 
s^ned  to  the  appropriate  diagnosis- 
r^ated  group  (DRG)  category.  The 
Council  withheld  action  on  the  request 
and  authorized  continued  meetings  with 
the  leadership  of  Health  Care  Review 
to  discuss  peer  review  activities. 


• supported  moves  to  name  the  presently 
unnamed  state  laboratory  building  in 
honor  of  Charles  V.  Chapin  (1856-1941) , 
internationally  renowned  for  his  work 
in  public  health. 


• asked  the  Department  of  Social  Ser- 
vices and  Rehabilitation  to  accept  com- 
puterized statements  for  physician 
services  to  Medicaid  patients. 


• authorized  formation  of  a general  part- 
nership to  finance  the  renovation  of  the 
Cooper  property  which  adjoins  the  Medical 
Society  Building  on  Hayes  Street.  Under 
an  agreement  with  Kates  Properties  and 
Citizens  Bank,  the  Society  will  retain 
title  to  the  land  and  receive  ground 
rent  under  a 20-year  lease  arrangement 
with  rental  income  to  go  to  the  limited 
partners.  At  the  end  of  the  land  lease, 
the  Society  may  either  purchase  the 
building  or  renew  the  land  lease. 

The  action  was  taken  to  protect  the  value 
of  the  Medical  Society  Building  and  the 
land  at  106  Francis  Street.  Kates  Pro- 
perties plans  to  develop  the  Cooper  site 
as  a small  office  building. 


• referred  a request  from  the  Woonsocket 
District  Medical  Society  concerning 
Medicaid  reimbursement  levels  to  the 
Medical  Economics  Committee. 

• authorized  Society  President  Dr  Charles 
P.  Shoemaker,  Jr.  to  discuss  recent 
membership  concerns  about  delayed  and 
reduced  payments  from  Blue  Cross  & Blue 
Shield  with  Blues  president  Douglas  J. 
McIntosh . 

• noted  that  Drs  Richard  Bertini,  Roger 
Fontaine,  Mary  D.  Lekas , Kenneth  Nanian, 
and  Charles  P.  Shoemaker,  Jr  have  been 
appointed  to  the  Nominating  Committee. 

( continued) 
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COUNCIL  MEETS  IN  FEBRUARY  (continued) 

• supported  actions  by  the  RI  Department 
of  Health  to  increase  the  per  diem  rate 
for  members  of  the  Board  of  Examiners 
in  Medicine  to  a level  "commensurate 
with  their  training,  expertise,  and 
professional  activities."  Board  mem- 
bers, who  are  responsible  for  review- 
ing applications  for  physician  li- 
censes, currently  receive  $20  a day. 

CORRECTION 

The  Society's  1983  budget  figures  were  in- 
correctly reported  in  the  February  News- 
letter . The  report  should  have  noted  that 
total  RIMS  receipts  for  1983  were  $441,696 
and  total  expenditures  were  $404,038. 

RHODE  ISLAND  LEGISLATURE  CONSIDERS 
OPTOMETRIC  DRUG  BILL 

In  a joint  action,  the  Society  and  the  RI 
Ophthalmological  Society  are  opposing  pro- 
posed legislation  which  would  permit  opto- 
metrists to  prescribe  therapeutic  drugs 
for  ocular  diseases.  While  optometrists 
in  37  states,  including  Rhode  Island,  may 
use  drugs  for  diagnostic  purposes,  pre- 
scription of  therapeutic  agents  by  opto- 
metrists is  allowed  only  in  North  Garolina 
and  West  Virginia.  The  Society  and  the 
state's  ophthalmologists  have  labeled  the 
bill,  introduced  by  Reps  Joseph  L.  Casi- 
nelli  and  Frank  J.  Anzeveno,  as  a "public 
health  threat"  since  only  physicians  have 
the  training  and  experience  to  deal  with 
the  systemic  effects  of  therapeutic  drugs. 

The  bill  has  been  assigned  to  the  House 
Corporations  Committee,  chaired  by  Rep 
Aldo  Freda. 

In  other  actions,  the  General  Assembly 
currently  is  considering  the  following 
proposals : 

• Medicare  assignment:  H 7183  would  re- 

quire physicians  in  Rhode  Island  to  ac- 
cept the  Medicare  reimbursement  as  "pay- 
ment in  full"  for  their  services.  An- 
other House  measure  would  call  upon  the 
US  Congress  to  "enact  legislation  man- 
dating physician  acceptance  of  assign- 
ment of  Medicare  benefits  as  a condi- 
tion of  participation  in  the  Medicare 
program."  Tlie  Society  objected  to 

both  bills,  sponsored  by  Rep  Anthony 


Cardente,  since  they  would  result  in 
higher  out-of-pocket  expenses  for  the 
elderly  and  force  physicians  out  of  the 
program. 

• Pacemakers : H 7522  (Rep  Armand  E.  Bat- 

tastini)  would  require  hospitals  to 
establish  committees  to  review  all  pace- 
maker insertions  on  a prospective  basis. 

• Laboratories : H 7180  (Rep  Anthony  Car- 

dente) would  permit  any  person  to  obtain 
a blood  test  and  the  results  from  a 
clinical  laboratory  without  a physician 
referral . 

• Emergency  number  system:  Two  bills, 

S 0226  and  H 7304,  would  provide  funds 
to  Implement  a 911  emergency  number 
system  in  the  state.  RIMS  met  with  re- 
presentatives of  New  England  Bell  on 
several  occasions  to  urge  the  phone 
company's  support  of  a 911  mechanism. 

• Malpractice:  H 7430  (Reps  Francis  A. 

Gaschen  and  Roger  N.  Begin)  would  re- 
trospectively extend  the  3-year  statute 
of  limitations  t-^  alleged  acts  of  mal- 
practice not  subject  to  the  present 
limitation  which  occurred  before  May 
1981. 

• Living  will:  S 0009  (Sen  Lila  Sapin- 

isley)  would  provide  a mechanism  for 
a "living  will"  permitting  attending 
physicians  to  withhold  extraordinary 
life-sustaining  medical  procedures. 

It  also  would  protect  physicians  and 
others  from  civil  and  criminal  lia- 
bility. 

• Insurance  forms:  H 7522  (Rep  Bat- 

tastlni)  would  prohibit  physicians  and 
their  employees  from  requiring  patients 
to  sign  blank  insurance  forms  before 
medical  services  are  provided. 

• Impaired  drivers:  Another  bill  spon- 

sored by  Rep  Battastini  (H  7523)  would 
exempt  physicians  from  civil  liability 
if  they  report  conditions  which  may 
affect  a "person's  ability  to  drive" 
to  the  Registry  of  Motor  Vehicles. 

The  only  bill  to  be  enacted  as  of  this  writ 

ing  was  the  "Health  Care  Affordability  Act 

of  1984,"  which  requires  the  Hospital  Assn. 
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of  Rhode  Island,  Blue  Cross  & Blue  Shield, 
and  the  state  budget  office  to  approve  all 
hospital  capital  expenditures  on  the  basis 
of  the  state's  ability  to  "afford"  them. 

For  more  on  the  new  legislation,  see  page 
109  of  this  issue. 

STAFF  CHANGES  AT  THE  SOCIETY 

Dr  Norman  A.  Baxter,  RIMS  Executive  Direc- 
tor, recently  announced  that  Brian  R. 
Clarke,  Assistant  Executive  Director,  has 
accepted  a position  at  Blue  Cross  & Blue 
Shield  of  Rhode  Island,  effective  April  1. 
Clarke,  who  joined  the  Society's  staff 
in  February  1982,  currently  is  re- 
sponsible for  tracking  the  Society's  le- 
gislative activities. 

SWEENEY  NAMED  ACTING  PRESIDENT  OF  HARI 

Effective  March  1,  William  S.  Sweeney  was 
named  acting  president  of  the  Hospital 
Association  of  Rhode  Island  (HARI) , replac- 
ing the  retiring  president  Wade  C.  John- 
son. Johnson,  who  announced  his  retire- 
ment plans  last  year,  has  been  the  chief 
executive  officer  at  HARI  since  1955  and 
was  its  first  full-time  employee.  Sweeney, 
associated  with  the  organization  since 
1969,  most  recently  served  as  senior 
vice  president.  According  to  Frank  A. 
Delmonico,  Chairman,  Board  of  Trustees, 
a national  search  for  a new  association 
president  is  underway. 

BROWN  ESTABLISHES  NEW  CORPORATION 

The  Brown  University  Research  Foundation 
(BURF)  and  Applied  DNA  Systems,  Pittsburgh, 


recently  announced  formation  of  a jointly- 
held  corporation  for  the  "commercial  de- 
velopment and  marketing  of  a new  chemo- 
therapy diagnostic  technique." 

Ownership  of  the  new  corporation.  Analy- 
tical Biosystems  Corporation,  is  divided 
equally  between  the  foundation  and  the 
Pittsburgh  company.  Applied  DNA  Systems, 
according  to  a press  release  from  Brown, 
supplied  more  than  $300,000  in  initial 
capitalization.  The  foundation  relinquished 
its  patent  rights  to  the  new  technique. 

Developed  at  Brown  University  by  Dr  M. 

Boris  Rotman,  Professor  of  Medical  Science, 
the  test,  through  its  close  approximation 
of  in  vivo  conditions,  will  eventually 
allow  clinicians  to  determine  the  most 
effective  course  of  chemotherapy  for  in- 
dividual cancer  patients.  The  technique 
involves  an  artificial  organ  device  which 
grows  solid  masses  of  tumor  tissue  in  days. 

A highly  sensitive  flow  fluorometer  ana- 
lyzes the  effect  of  a given  chemothera- 
peutic agent,  or  a combination  of  drugs 
and  radiation  therapy,  on  the  tumor  mass. 

The  annual  US  market  for  chemotherapy  test- 
ing is  approximately  $300  million.  The  new 
corporation  projects  its  potential  share  of 
the  market  to  be  40  per  cent  within  ten 
years . 

The  Pittsburgh  company  specializes  in  com- 
mercial applications  of  genetic  and  bio- 
technological research.  The  foundation  was 
created  to  "promote  research  at  the  univer- 
sity . . . and  create  links  for  research 
support  between  the  Brown  University  and 
industry. " 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 

HOW  DOES  DIAGNOSIS-RELATED  GROUP  REIMBURSEMENT  AFFECT  MY  OFFICE  PATIENTS? 

The  recently-implemented  prospective  payment  system  for  hospitalized  Medicare  pa- 
tients currently  does  not  affect  the  office  practices  of  physicians.  It  should  be 
emphasized,  however,  that  a similar  reimbursement  formula  for  outpatients  and  pri- 
vate patients  may  be  mandated  within  the  next  several  years.  This  column  will  pre- 
sent a brief  summary  of  the  diagnosis-related  group  (DRG)  based  reimbursement 
system,  current  Medicare  requirements  for  hospitalized  patients,  federal  proposals 
to  extend  DRGs,  and  suggested  further  readings. 

Ci/hcU  Ui  a VRG? 

Effective  October  1,  1983,  reimbursement  for  hospitalized  Medicare  patients  is  based 
on  assignment  of  a diagnosis-related  group  (DRG)  in  contrast  to  the  traditional  pay- 
ment method  based  on  the  actual  costs  of  providing  medical  care.  Originally  devel- 


oped  by  Yale  University  researchers  as  a means  of  utilization  review,  the  DRG  system 
is  simply  a way  of  classifying  patients  on  the  basis  of  diagnosis.  Five  pieces  of 
information  are  necessary  to  assign  a patient  to  a DRG:  the  principal  diagnosis  and 

up  to  four  complications,  the  treatment  procedures  performed,  age,  sex,  and  discharge 
status.  This  data  is  submitted  by  the  hospital  to  the  fiscal  intermediary  which  is 
responsible  for  determining  the  appropriate  DRG  and  calculating  reimbursement  levels. 

While  the  actual  reimbursem.ent  formulas  are  quite  complex,  payments  generally  are 
the  product  of  two  factors,  the  "DRG  rate"  and  the  "dollar  rate."  The  DRG  rate 
is  an  index  number  which  represents  the  relative  hospital  resources  which  are  used, 
on  average,  for  providing  inpatient  services.  The  weights  apply  equally  to  all 
hospitals.  The  dollar  rate,  for  a three-year  transition  period  which  started  last 
October,  is  a function  of  two  factors:  a federally-established  dollar  rate  and  a 

specific  rate  based  on  the  cost  experience  of  each  hospital. 

All  hospitals  which  participate  in  the  Medicare  program  are  covered  under  the  sys- 
tem except  for  psychiatric,  rehabilitation,  long-term,  and  pediatric  hospitals; 
distinct  psychiatric  and  rehabilitation  units  within  general  hospitals  or  other 
facilities;  hospitals  in  the  US  territories;  and  hospitals  in  states  with  an  ap- 
proved waiver. 

W/tai  oAe  tkz  impticLcctiovi^  VRG6  pA.actlc.i2J>? 

As  yet,  the  DRG  system  has  no  impact  on  either  private  hospitalized  patients  or 
outpatients,  including  Medicare  beneficiaries.  Congress  currently  is  considering 
several  proposals  which,  if  implemented,  would  have  serious  ramifications  for  both 
office  and  hospital  practices.  The  most  significant  of  these  is  a bill  jointly 
sponsored  by  Sen  Edward  Kennedy  (D.,  MA)  and  Rep  Richard  Gephardt  (D.,  MO)  which 
would  require  all  states  to  regulate  hospital  and  physician  payments  or  submit  to 
a national  DRG  based  payment  system.  Under  the  so-called  "all-payer  hospital  and 
physician  cost  containment  plan,"  states  would  have  three  options  for  compliance. 

If  they  reject  all  three,  a national  mechanism,  comparable  to  the  existing  DRG 
methodology  for  hospitalized  Medicare  patients,  would  be  mandated.  The  implications 
for  physicians  and  their  patients  are  especially  troublesome  because  the  national 
system  would  also  include  private  patients  and  physician  bills  for  all  outpatient 
services . 

The  bill's  sponsors  claim  that  it  would  solve  the  existing  financial  problems  of 
Medicare  and  save  the  private  sector  an  estimated  $74  billion  by  1989. 

Rep.  Claude  Pepper  (D.,  FL)  reportedly  plans  to  introduce  legislation  which  would 
allow  hospitals  to  retain  only  50  per  cent,  as  opposed  to  the  current  full  amount, 
of  the  difference  between  their  actual  costs  and  the  DRG  payment.  The  bill,  which 
is  intended  to  curtail  alleged  "windfall"  payments  to  hospitals,  also  would  add  out- 
patient care  to  the  DRG  system  starting  in  1986.  While  no  specific  proposals  on 
nursing  homes  have  been  introduced,  the  Congressional  Budget  Office  estimates  that 
expanding  the  DRG  system  to  skilled  nursing  facilities  and  home  health  agencies 
would  save  Medicare  an  estimated  $2.9  billion  by  1989. 

FoA.  moA.c  ti^oAmatcon  . . . 

Numerous  books  and  papers  concerning  DRGs , many  of  limited  value  to  practicing  phy- 
sicians, have  surfaced  in  recent  months.  One  of  the  most  concise  and  explicit  books 
available  is  VRG-5  and  the  PA.o2>pcctlvc  Payment  System:  A Gutde  ioA.  Phy^tetani.  It 

is  especially  valuable  because  of  its  focus  on  the  concerns  of  practicing  clinicians. 
It  is  available  at  $1.00  a copy,  plus  a $2.50  handling  charge  per  order,  from  the 
Order  Department  (OP-230) , American  Medical  Association,  PO  Box  10946,  Chicago, 
Illinois  60640. 
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CENTER 

DeCAPORALE 

through  rehabihtotion, 

the  restoration  of  human  potential 

& ANTONIO 

We  are  pleased  to  announce  the  addition  of 

ATTORNEYS  AT  LAW 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

General  Law  Practice 

★ education  ★ psychology  ★ social  services 

Medical  Collections 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 

1 44  Waterman  Street 

call  751-31 13. 

Proviidence,  Rhocie  Islanij 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 

401/421-1364 

Dx:  recurrent  herpes  labialis 
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^ HeBPecin- 


"Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 

"In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk-high  benefit.”  Derm.,  Miami 

“Staff  and  patients  find  Herpecin-L 
, remarkably  effective."  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  Information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-N,  FDR.  NY.  NY  10150 


In  Rhode  Island,  Herpecin-L  ' Cold  Sore  Lip  Balm  is 
available  at  all  CVS  Pharmacies  and  other  select  pharmacies. 
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In  the  space  age, 
operating  a medical  office 
without  a computer 
is  like  performing  surgery 
hy  candielight! 

A computer's  brains  are  called  "software."  If  your  computer  had  the  brains  of  an  Einstein,  it  could  solve 
every  problem  in  your  office.  So  educate  your  computer.  Give  it  the  best  software  available  in  the  Rhode 
Island  area  from  the 

Software  Library 

The  Software  Library  offers  to  demonstrate  in  your  office  the  following  "brain  systems”  for  your 
computer: 

• MICRO  MED  (The  Rhodes  Scholar  of  software) 

It  prints  and  fills  out  up  to  99  different  insurance  forms. 

It  prepares  a complete  bill  before  the  patient  steps  out  the  door. 

It  files  information  and  creates  reports. 

It  reminds  patients  of  appointments  and  overdue  bills,  or  just  sends  them  a nice  letter. 

• MEDICAL  MANAGER  BY  SYSTEMS  PLUS  (smart  enough  to  get  into  medical  school) 

It  files  anything. 

It  informs  patients  about  medical  costs  and  balances  due. 

It  helps  collect  insurance  claims  and  overdue  accounts. 

It  presents  claims  to  insurance  companies,  no  matter  how  many  companies  or  how  many  claim  formats. 

• I.M.S.  MEDICAL  OFFICE  MANAGEMENT  SYSTEM  (on  the  Dean's  List) 

It  groups  medical  charges  for  several  family  members  into  one  statement. 

It  prints  statements  with  balance  due  for  patients. 

All  this  software  will  run  on  NEC-APC,  ZENITH-100,  EAGLE,  ALTOS  (multi-user  systems)  as 
well  as  most  popular  micro-computers.  So  if  you  have  your  own  computer  hardware,  regardless 
of  its  name,  we'll  teach  it  to  solve  all  your  office  problems.  If  you  don't  have  a computer  already, 
we'll  get  one  for  you  and  supply  the  brains.  Then  you  can  call  it  the  EINSTEIN. 

Software  Library 
5 1 Bassett  Street 
Providence,  R.I.  02903 
Phone:  (401)  331-7664 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


V ^ 


There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  • by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAy  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 
Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

331-3996  331-3996  273-0450  766-4224 
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Blackstone 

^ ^Surgical 
WieOICAL^I  Center,  Inc. 

Easier  tor  you,  nicer  tor  them. 


• Same-Day  Surgery  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stali 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Fiealth  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 


Call  728-3800  for  more  information  and  bookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 
Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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all  clinical  trials  of  the  substance  in  1965.  Originally  developed  as  an  industrial  solvent,  DMSO  has  been  approved  for  veterinary 
use  only  and  for  treatment  of  intestinal  cystitis,  a painful  but  rare  bladder  condition. 

For  more  on  DMSO  in  Rhode  Island,  see  page  1 19. 

Photograph  provided  courtesy  of  Diamond  Laboratories,  Des  Moines,  Iowa. 
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The  changii^  of 
tfie  card. 


There’s  a new  card  in  town.  And  it’s  creating  a healthy  change  in 
the  way  people  approach  health  care. 

It’s  called  MASTER  HEALTH. 

MASTER  HEALTH  provides  all  the  services  you  get  under 
traditional  health  insurance,  plus  covers  the  cost  of  preventive 
care.  Things  like  routine  physical  examinations,  eye  and  ear 
exams,  well-baby  care,  immunizations  and  much,  much  more. 
Things  that  keep  you  healthy,  not  hospitalized. 

Effective  Januarv  1,  1984,  Master  Health  will  be  available  to 
Participating  Physicians  and  their  Office  Personnel  at  the  follow- 
ing monthly  rates: 

Single;  S61.29 
Eamily:  SI  47.05 


Master 

Health 

It  pays  to  keep  you  healthy. 


EDITORIAL 


Health  Planning 


At  its  recent  Interim  Meeting,  the  American 
Medical  Association  again  urged  the  repeal  of 
federally-mandated  health  planning  and  reaf- 
firmed its  support  for  the  principles  of  voluntary, 
locally-based  health  planning.  It  encouraged 
state  and  county  medical  associations  to  consider 
and  implement  new  and  innovative  health  plan- 
ning programs.  New  initiatives  in  voluntary 
health  planning  have  emerged  in  quite  a few  local 
communities.  They  are  addressing  health  plan- 
ning concerns  beyond  cost  containment.  It 
appears,  however,  that  the  local  voluntary  effort 
will  face  unnecessary  difficulty  in  succeeding  as 
long  as  a state  or  federal  planning  mandate  re- 
mains, particularly  in  the  form  of  certificate-of- 
need  (CON)  legislation. 

The  AMA  Council  on  Medical  Service,  which 
offered  these  recommendations  to  the  Interim 
Meeting,  concluded  that  well-documented  plan- 
ning strategies  and  innovations  are  the  keys  to 
successful  planning  and  resource  allocation. 
“The  current  federally-mandated  planning  sys- 
tem,” it  stated,  “is  the  antithesis  of  competition.  It 
attempts  to  displace  market  forces  rather  than 
enhance  them  and  creates  vast  bureaucracies  to 
administer  such  regulations  that  may  further  im- 
pede the  implementation  of  competitive  solu- 
tions to  hospital  cost  inflation.” 

Funding  for  voluntary  planning  could  come 
from  private  sources,  either  in  the  health  care  or 
non-health  care  sectors,  and  jjublic  funding  in 
the  form  of  categorical  or  block  grants  which  are 
not  tied  to  federally-controlled  or  mandated 
health  planning.  Minnesota  has  rej)ealed  its  CON 
law  and  has  received  grants  from  the  Robert 
Wood  Johnson  Foundation  and  the  L'.S  Depart- 
ment of  I lealth  and  I luman  .Services  to  establish  a 
feasibility  study  and  pilot  project.  In  North  Caro- 
lina, the  health  planning  progiam  will  be  state 
operated,  but  will  have  an  ad\isorv  committee 


appointed  by  the  governor,  consisting  of  mem- 
bers of  the  state  medical  society,  other  health 
organizations,  and  private  citizens.  It  is  antici- 
pated that  this  program  will  be  funded  by  both 
state  and  local  revenues;  solicitations  from  pri- 
vate business,  industry,  and  insurance  com- 
panies; and  a small  tax  on  insurance  policies. 
Southeastern  Pennsylvania  has  also  established  a 
program  with  multiple  financing  sources. 

The  computed  tomography  (CT)  scanner 
minuet  in  Rhode  Island  is  an  example  of  the 
capricious  manner  in  which  CON  legislation  may 
be  administered.  After  strictly  limiting  the  availa- 
bility of  equipment  long  after  it  had  been  proved 
to  be  an  essential  element  in  modern  diagnosis, 
the  floodgate  was  then  opened  and  CT  scanners 
are  now  available  virtually  everywhere,  with,  in 
fact,  two  in  one  hospital.  We  are  now  again  going 
through  the  same  awkward  manueuvers  with 
digital  subtraction  angiography,  and  nuclear 
magnetic  resonance  is  just  around  the  corner. 

As  of  this  writing,  there  is  before  the  Rhode 
Island  General  Assembly  a bill  which  provides  for 
the  annual  setting  of  a limit  on  new  hospital  ex- 
penditures.* Testimony  supporting  the  bill  was 
offered  by  the  Rhode  Island  Business  Group  on 
Flealth,  the  Cioalition  for  Consumer  Justice,  the 
Hospital  Association  of  Rhode  Island  (HARI), 
Blue  Cross  8c  Blue  Shield  of  Rhode  Island,  and 
the  state  Dejjartment  of  Social  and  Rehabilitative 
Services.  Under  the  bill,  the  state  budget  office, 
HARI,  and  Blue  C.ross  would  set  an  annual  limit 
on  the  amount  that  could  be  spent  for  new  medi- 
cal projects  as  the  same  groups  now  establish  the 
“maxicaj)s”  allowable  for  annual  hospital  ex- 
penditures. I he  limit  would  be  based,  it  is  pro- 

* .'\s  this  issue  went  to  press,  it  was  learned  that  (lovernor  j.  Joseph 
( iarrahy  sif^ned  I louse  Bill  7 1 0.S  into  law  on  Fchruarv  ‘2'^.  1 9S4.  The 
Health  Care  .\f iordahility  ,-\ct  of  1984  was  approved  hy  the  House 
of  Representatives  in  late  Janaury  and  l)\  the  Senate  in  Kehruary. 
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posed,  on  an  estimate  of  what  the  public  “can 
afford  to  {)ay.” 

The  Health  Services  Council,  an  arm  of  the 
state  health  department,  would  then  rank  project 
proposals  in  order  of  importance  and  ap])rove  as 
many  of  these  as  it  wishes,  within  the  dollar  limita- 
tion. riiis  suggests  the  same  log-rolling  as  cur- 
rently exists  under  CON  guidelines. 

The  Rhode  Island  Meclical  Society  has  taken 
the  lonely  position  of  opposing  the  legislation.  In 
expressing  its  concerns,  it  stated  that  “the  setting 


of  an  arbitrary  aggregate  dollar  figure  for  cajiital 
expenditures  could  restrict  jtatient  accessibility  to 
needed  services  and  even  make  future  technolog- 
ical a<lvances  unavailable  in  Rhode  Island.”  In 
assuming  this  posture,  the  Society  obviously  had 
in  mind  the  unfortunate  delays  in  jtrocuring  C I 
scanners  for  Rhode  Island  hospitals. 

Considering  the  support  that  this  legislation 
has  mustered,  it  is  all  too  likely  that  it  will  be 
adopted.  It  is  not  too  late,  however,  to  explore  the 
more  attractive  route  of  vohmtary  planning. 


Seebert  ).  Cioldowsky,  MD 
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States’  Rights  and  the  Medicare/Malpractice  Squeeze 


While  the  term  “states’  rights”  usually  is  associ- 
ated with  the  Civil  War,  physicians  currently  are 
being  squeezed  in  a conflict  between  the  federal 
government  and  the  states  concerning  Medicare 
reimbursement  and  malpractice  premiums. 

With  the  spectre  of  a bankrupt  Medicare  sys- 
tem bv  1990,  both  the  federal  and  state  govern- 
ments are  taking  a hard  look  at  Medicare  and 
Medicaid  benefits.  Manv  of  the  federal  proposals 
call  for  a sharp  cut  in  payments  to  jihysicians  and 
hospitals.  One  bill  currently  under  (iongressional 
consideration  would  prohibit  hospitals  which  re- 
ceive federal  funds  from  awarding  clinical  priv- 
ileges to  any  physician  who  does  not  accejit 
assignment  of  Medicare  benefits  as  “])ayment  in 
f ull.”  .Another  would  freeze  physician  reimburse- 
ment under  the  Medicare  j^rogram  at  the  July 
1983  level.  Since  there  is  an  18-24  month  lag 
between  the  calculation  of  prevailing  jjhysician 
charges  and  Medicare  reimbursement  levels,  this 
would  have  the  inq^act  of  re(|uiring  jihysicians  to 
accept  what  thev  charged  in  1981  as  “pavment  in 
full.” 

In  return  for  concessions  on  the  assignment 
issue,  the  AMA  has  supported  a freeze  lot  a lim- 
ited period.  In  \iew  of  the  moderating  general 
rate  of  itdlation,  estimated  to  be  3.8  per  cent  last 
year,  the  prospect  of  a freeze  does  not  aj)j)ear  to 
I be  entirely  unreasonable.  ( )n  the  othei  hand,  as  a 
j)racticing  physician,  I have  seen  the  costs  of  pro- 
viding services,  and  sjjecif kally  jnemiums  for 
mal{)ractice  insurance,  continue  to  skyrocket.  My 
own  premium  increased  24  pet  cent  last  year,  and 
another  substantial  hike  is  jjrojected  lor  1984- 
1985.  1 immediatelv  think  of  the  earlv  1970s 
when  j)hysicians  faced  the  combination  of  a wage/ 


i 
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Charles  P.  Shoemaker,  Jr.,  MD 


jjrice  freeze  and  escalating  malj)ractice  pie- 
miums.  Most  of  us  do  not  need  to  be  reminded 
that  jihysicians  were  subject  to  a f reeze  under  the 
Nixon  administration  longaftei  lestrictions  were 
lifted  from  other  segments  of  the  economv. 

Administrators  of  the  Medicare  })rogram  re- 
sj)ond  to  these  concerns  by  claiming  that,  since 
few  malpractice  claims  are  filed  by  Medicare  pa- 
tients, the  program  should  not  j)ay  lot  the  highei 
premium  costs  of  malpractice  insurance.  5’et,  it 
should  be  obvious  that  theii  share  of  these  costs 
also  cannot  be  transferred  either  to  the  Meditaid 
j)rogram  oi  to  j)iivate  “non-federal"  i)atients. 

.\s  we  face  tumots  of  a freeze  and  a cert.iin 
j)remium  hike,  it  is  undei  standable  that  phvsi- 
cians  feel  uneasv.  While  individual  members  of 
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Congress  are  svnipathetic  to  tlie  problem,  the 
states  traditionally  have  been  responsible  tor  mal- 
practice legislation.  Some  precedent  exists, 
liowever,  tor  federal  invoKement  with  liability 
issues.  In  1957,  Ciongress  jjrotected  the  tledgling 
nuclear  energy  industry  by  creating  a lund  now 
totaling  some  $570  million  to  jxiy  tor  public  liabil- 
ity claims  resulting  from  nuclear  accidents.  While 
bankruptcy  of  the  Medicare  program  mav  not 
seem  comparable  to  a nuclear  accident,  the 
effects  mav  be  equi\  alent  if  we  are  torced  to  ra- 
tion medical  care.  Doctor  Anthony  J.  \\  ing,  a 
prominent  nephrologist  at  St.  Thomas  Hospital 
in  London,  recently  was  cjuoted  as  saying  that,  ol 
tlie  2, ()()()  Britons  who  die  each  year  ot  renal 
tailure,  at  least  1,500  are  “eminently  treatable." 

As  we  continue  to  restrict  payments  tor  Medi- 
care services  to  physicians  and  hosjjitals  while 
allowing  malpractice  premiums  to  climb  un- 
abated, it  is  not  difticult  to  anticipate  that  Medi- 
care services  will  be  rationed.  Patients  with 
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“eminently  treatable"  diseases  mav  well  die  as  a 
result.  In  \ iew  ol  the  gravity  of  the  situation,  it  is 
not  unreasonable  for  the  federal  government  to 
consider  ways  of  curbing  the  malpractice  crisis. 
On  the  state  level,  physicians  probably  would  find 
legislative  moves  to  contain  medical  costs  to  be 
more  acceptable  in  return  for  significant  and 
realistic  malpractice  reforms. 

In  short,  j)hysicians  lind  themsehes  caught  be- 
tween jjotential  federal  restriction  of  Medicare 
jjayments  and  uncontrolled  liability  premiums 
only  nominally  regulated  by  the  state.  As  the 
squeeze  continues,  we  can  anticipate  either  loud 
protests  or  cjuiet  withdrawals  from  the  Medicare 
program.  In  either  case,  the  elderly  jjatient  will  be 
the  loser.  Since  some  state  and  fecleral  legislators 
are  aware  of  the  problem,  the  time  may  be 
a])pro])riate  not  only  for  radical  proposals  to 
“cap”  medical  costs,  but  also  to  find  ways  to  limit 
malpractice  premiums. 
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SPECIAL  REPORT 


The  American  Medical  Association  and  Technology  Assessment 

Wendy  J.  Smith 


The  utilization  of  radial  keratotoiny  tor  the  treat- 
ment of  mvoj)ia  remains  an  “in\ estigational  in- 
tervention” at  the  present  time.  Moreo\er,  its 
efficacy  is  “(|iiestionable”  and  siihsecjuent  com- 
plications resulting  from  the  procedure  are 
“poorly  defined.”  This  was  one  of  the  findings 
reported  at  the  December  f983  meeting  of  the 
American  Medical  Association  hy  the  AMA 
Council  on  Scientific  Affairs  as  part  of  its  detailed 
evaluation  of  the  current  “state  of  the  art”  of 
technologv  assessment.  While  much  of  the  re])(jrt 
from  the  Council  focuses  on  current  AMA  acti\  i- 
ties  in  this  area,  it  also  analyzes  the  ef  forts  of  other 
private  and  j^ublic  agencies  to  evaluate  the  im  jjact 
of  new  and  existing  medical  technologies. 

Because  of  the  significance  of  these  evaluations 
to  practicing  physicians,  an  analysis  of  the  report 
from  the  AMA  Cajuncil  on  Scientific  Affairs  is 
presented  below.  Copies  of  the  complete  docu- 
ment are  available  from  the  offices  of  the  Rhode 
Island  Medical  Society  (40 1/3S  1 -3207). 

Technology  Assessment  by  the  AMA 
For  more  than  20  years,  the  Council  on  Scientific 
Af  fairs  has  prej^ared  rej^orts  for  practic  ing  physi- 
cians on  numerous  technological  develojjinents, 
many  of  which  have  attracted  consideral)le  pro- 
fessional and  public  intei  est  because  of  their  con- 
troversial nature.  Dining  the  past  four  years,  re- 
ports have  been  jjublished  on  such  c linical  issues 
as  aortocoronary  bypass  gtaft  surgery,  exercise 
programs  for  t at diac  patients,  exercise  stress  test- 
ing, organ  transjdantation,  computed  tomo- 
graphic scanning,  and  electronic  fetal  monitor- 
ing. In  resjionse  to  the  rajiid  proliferation  of 
medical  technology,  the  AM,\  formalized  this 
continuing  activity  and  in  1982  launched  its  Di- 
agnostic and  1 heiapeutic  rechnology  .\ssess- 


77//.S  atialysis  is  based  oti  Refxnt  (i  of  the  Council  on 
Scientific  Affairs  of  the  American  Medical  Association 
to  the  AMA  I louse  of  Delegates,  December  19<S3. 


ment  (DA  F FA)  program.  L’nder  the  DA  F'l  A 
mechanism,  a jiocjl  of  some  500  j)hysicians 
nominated  hy  the  Council  on  Scientific  Affairs, 
state  medical  societies,  and  national  specialty 
associations  serve  as  exj)ert  panelists  on  specific 
technological  advances. 

The  DA  F FA  recommendations  are  intended 
to  evaluate  the  relative  merits  of  new  anti  existing 
develo))ments  as  utilized  in  medical  practice. 
Based  primarily  on  the  “safety”  and  “efficacy”  of 
a procedure  from  a clinical  jjerspecti\ e,  these 
opinions  do  not  address  such  issues  as  cost  control 
and  resource  allocation.  Fhe  objectixe  of  the 
program,  according  to  the  Council  report,  is  to 
provide  a “ready  source  of  reference  information 
derived  from  reliable  and  authoritative  sources 
for  jiracticing  j)hysicians.” 

DA  F'FA  recommendations  routinely  are  pub- 
lished in  the  fonrnal  of  the  American  Medical  Asso- 
ciation (fAMA).  In  addition  to  its  exaluation  of 
radial  keratotomv,  the  DA'F  FA  program  issued 
opinions  on  the  folloxving  advances  during  the 
first  six  months  of  last  year: 

Gynecological  malignancies:  4'he  utilization  of  CO2 
lasers  in  the  treatment  of  ajijiropriately  selected 
cervical,  vulxar,  and  vaginal  intraej)ithelial  neo- 
plasia and  condyloma  accuminatum  is  considered 
to  be  “safe  and  effective.” 

Diathermy:  While  the  Council  reported  significant 
reservations  about  tbe  superioritv  of  diathermv 
over  other  f 01  ins  of  heat  therapv,  it  is  “xvidelv 
accepted  as  an  established  practice”  lor  the  relief 
of  jjain  due  to  minor  musculoskeletal  conditions. 

I he  DA  I I .\  panel  also  noted  that  ultrasound 
currently  is  regarded  as  “safe  and  more  efieciixe 
than  the  older  forms  of  (fiathermv.” 

Onantitative  electroencefdialografihic  intraofieratii'e 
monitoring:  f he  utilization  of  Fast  Fourier  1 rans- 
form  .Analysis  has  not  vet  been  established  ,ts  “an 
effeclixe,  piedii  tixe,  i liniial  tool  lot  the  intiaop- 
erative  moniloi  ing”  of  c ei  ebi ox as(  ulai  status. 
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The  continuing  investigation  ot  its  role  in  tlie 
surgical  patient,  however,  may  well  be  “war- 
ranted,” acctnding  to  the  DA T TA  panel. 

Mandaton  electrocardiugrams prior  to  elective  surgery: 
Even  though  there  was  no  agreement  as  to  the 
definition  of  middle  age,  the  DA  E FA  panel  sup- 
ported the  routine  utilization  of  preoperatixe 
EKGs  lor  most  middle-aged  patients. 

Chelation  therapy  (EDTA)  for  atherosclerotic  disease: 
The  DA  E EA  panel  concluded  that  chelation 
therapy  has  not  been  established  as  an  “accept- 
able treatment  lor  coronary  or  other  arterial 
atherosclerosis.” 

Biofeedback:  Bioleedback  is  regarded  as  an  “estab- 
lished” treatment  lor  headaches,  especially  those 
ol  vascular  origin,  according  to  the  Ciouncil.  With 
the  a])j)roj)riate  saleguards  and  proper  selection 
ol  patients,  the  DA'TEA  panel  noted  that  it  can  be 
successlully  integrated  into  a therapeutic  j)ro- 
gram  lor  headaches. 

Implantable  infusion  pumps:  Ehe  DA'E'EA  panel 
commented  that  imjjlantable  inlusion  jiumps 
proxide  a “promising  technicjue”  lor  the  treat- 
ment ol  selected  })atients  xvho  recjuire  chronic 
intravascular  drug  therapv.  Ehe  j)uni])s  already 
are  being  used  under  inxestigational  protocols 
lor  specilic  indications  and  ultimately  may  be 
considered  as  an  established  modality.  The  panel 
said,  hoxvever,  that  their  use  “must  remain  an 
investigational  procedure”  until  the  completion 
(>r  several  controlled  studies  xvhich  are  currently 
in  progress. 

Other  Technology  Assessment  Groups 

I'he  signiricanl  jiolicy  implications  ol  new  medi- 
cal adxances  have  stimulated  the  groxvth  ol  tech- 
uologv  assessment  actix  ities  by  other  private  and 
public  agencies.  Some  of  these  programs,  like  the 
A .M A/D.\  r 1 .\  ellort,  locus  exclusively  on  the 
c linical  relevance  ol  technological  advances  xvhile 
others  evaluate  the  potential  impact  ol  nexv  mo- 
dalities on  the  costs  ol  medical  care  and  the  way 
that  care  is  delivered. 

fxvo  xvidelv-recognized  j)rograms  are  sj)on- 
sored  bv  professional  societies.  Ehe  Clinical 
ElEicacv  Program  (CiEAP)  of  the  American  Col- 
lege of  Physicians  reviexvs  (juestioned  technolo- 
gies of  significance  to  the  ])ractice  of  internal 
medicine.  Its  re))orts  are  based  on  the  clinical 
)udgments  of  exjjerts  and  the  synthesis  of  ex- 
isting data.  In  res])onse  to  membershi])  iiK|uiries, 
the  American  Hosj)ital  Association  (APIA)  j)er- 
forms  assessments  of  nexv  e(|ui])ment  xvhich  con- 


centrate on  such  mamdacturing  issues  as  vendor 
stability,  service  reliability,  and  protections 
against  obsolescence.  The  AHA  findings  are  pub- 
lished in  the  annual  Guideline  Reports. 

In  addition  to  these  activities,  many  medical 
specialty  societies  issue  reports  related  to  their 
specialties  or  address  technological  subjects  in 
their  journals.  Lhuler  a system  established  by  the 
American  College  of  Ciardiology,  as  an  example, 
requests  for  assessments  are  generally  reviexved 
by  the  Ciardiovascular  Procedures  Ciommittee 
and  referred  to  an  appropriate  subcommittee  if 
necessary.  Ehe  American  Academy  of  Neurology 
reviexvs  such  recjuests  through  its  Practice  Com- 
mittee and  publishes  an  annual  compilation  of  its 
evaluations.  The  American  College  of  Obstetri- 
cians/(iynecologists  periodically  issues  State-of- 
the-Arl  Oj^inions  and  Technical  Bulletins. 

Initiatives  by  three  federal  agencies  are  espe- 
cially important  because  they  attempt  to  resolve 
some  of  the  broader  economic,  social,  and  fiscal 
implications  of  technological  advances.  The  most 
ambitious  undertaking  is  sponsored  by  the  Of  fice 
for  Medical  Application  of  Research  (OMAR)  of 
the  National  Institutes  of  Health  xvhich,  in  addi- 
tion to  the  issues  of  safety  and  efficacy,  evaluates 
medical  technologies  in  terms  of  their  fiscal, 
ethical,  and  legal  implications.  These  issues 
formerly  were  considered  by  the  National  Center 
for  Health  Care  Technology,  xvhich  xvas  disman- 
tled as  an  austerity  move  by  the  Reagan  Adminis- 
tration. OMAR  bases  its  assessments  on  the  rec- 
ommendations of  scientific  experts,  a limited 
amount  of  original  research,  and  data  from  the 
NIH  consensus  development  program.  Its  find- 
ings are  published  I)y  the  National  Institutes  of 
Health  and  frequently  in  JAMA. 

Recommendations  from  the  Office  of  Health 
Technology  Assessment  of  the  LIS  Public  Health 
Service  have  widespread  fiscal  implications  as 
they  are  used  by  the  Health  Care  Financing 
Administration  (HCFA)  to  determine  Medicare 
coverage.  Other  insurance  carriers  and  service 
plans,  such  as  Blue  Shield,  often  rely  on  HCFA 
determinations  as  a basis  for  their  oxvn  coverage 
decisions. 

The  Office  of  Technologv  Assessment  (O  f A) 
of  the  LIS  Congress  accepts  recpiests  for  studies 
from  any  O'EA  director  or  member  of  Congress. 
It  does  not  j)erform  original  research,  but  synthe- 
sizes existing  data.  While  social  and  ethical  con- 
siderations are  reviexved,  the  j^rimary  focus  on 
OTA  investigations  is  on  the  cost,  efficaev,  and, 
occasionally,  safety  of  nexv  technological  ad- 
vances. Ehe  major  emphasis  of  its  xvork  has  been 
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on  documenting  the  need  for  more  original  re- 
search on  medical  technology. 

Institute  of  Medicine 

In  early  1983,  the  Institute  of  Medicine  (lOM) 
convened  a committee  to  investigate  the  “feasibil- 
ity and  utility”  of  creating  a new  collaborative 
venture  between  the  public  and  private  sectors  to 
evaluate  technological  advances  in  clinical  medi- 
cine. 

In  a sweeping  draft  report,  the  lOM  committee 
described  the  proposed  composition  and  func- 
tions of  a new  entity  which  would  cost  an  esti- 
mated $1  million  annually  to  operate.  Its  pro- 
posed scope  of  work  woidd  include  a review  of 
drugs,  devices,  medical  technologies,  and  surgi- 
cal procedures,  and  “the  knowledge  necessary  for 
their  appropriate  use  in  the  delivery  of  patient 
care.”  Moreover,  medical  technology  assessment 
by  this  new  group  would  include  the  “develop- 
ment and  evaluation  of  evidence  concerning 
effectiveness,  safety,  cost,  cost-effectiveness,  and, 
when  appropriate,  the  policy  implications  of  the 
development  and  use  of  a sjjecific  technology, 
commensurate  with  its  stage  of  development.  It 
may  include  the  evaluaticm  of  knowledge,  profes- 
sional competence,  indications,  facilities,  and 
personnel  necessary  for  appropriate  use.” 

The  draft  committee  rej^ort  proposed  to  leave 
the  new  entity  under  the  auspices  of  the  Institute 
of  Medicine  while  funding  from  a variety  of 
sources  in  the  public  and  j)rivate  sectors  is  sought. 
As  of  this  writing,  no  further  action  has  been 
taken  on  these  recommendations. 

Prospective  Payment  Assessment  Commission 

Of  more  immediate  importance  to  practicing 
physicians  are  the  1 983  amendments  to  the  Social 
Security  Act  which  authorized  the  establishment 
of  a Prosjiective  Payment  Assessment  Committee 
(to  he  known  as  PROCiAP).  Phis  committee  will 
he  responsible  for  developing  a diagnosis-related 
group  (I)R(i)  based  leimhursement  system  for 
j)hysicians  and  other  j^roviders.  Congressional 
staff  have  indicated  that  the  annual  funding  of 
PROCAP  from  the  Medicare  trust  fund  and 
other  sources  mav  reach  some  S20  million  a year. 

I n addition  to  its  continuing  DA  f l A acti\  ities, 

* .\s  this  issue  went  to  ptess.  it  was  leartied  that  ( .ovei  iioi  |.  Josepli 
( .arrahy  signed  House  Bill  7 I (i:t  into  law  on  l eht  iiat  v 23.  19H-4.  The 
Health  Care  .Mfotdahilitv  .Art  ol  I9H4  wasapprosed  h\  the  House 
ot  Representatives  iti  late  |anaur\  atifl  by  the  .Senate  iti  l ebruars. 


the  AMA  Council  on  Scientific  Affairs  reported 
that  it  is  currently  identifying  potential  nominees 
to  serve  on  PROCAP.  It  is  likely  that  the  activities 
of  the  Prospective  Payment  Assessment  Commis- 
sion will  have  considerable  influence  on  the  day- 
to-day  practice  of  medicine,  although  its  extent 
and  direction  remain  unclear  at  the  present  time. 

Discussion 

Demands  for  the  reliable  evaluation  of  existing 
and  new  medical  technologies  have  become  more 
strident  in  the  recent  past,  primarily  in  response 
to  pressure  from  several  sources.  While  hospitals 
and  federal  payment  agencies  require  assistance 
in  making  prudent  purchases,  the  Health  Care 
Financing  Administration  and  private  insurance 
carriers  seek  rational  data  for  setting  reimburse- 
ment levels.  Some  clinical  researchers,  concerned 
by  stibstantial  revisions  in  their  budgets,  have 
called  for  support  from  third-party  pavers  of 
ramdomized  controlled  clinical  trials.  It  is  likely 
that  policymakers  will  regard  a sweeping  and 
more  critical  assessment  of  medical  technologies 
as  the  principal  means  of  cost  containment.  In 
Rhode  Island,  at  least  one  legislati\e  commission 
currently  is  considering  a means  to  j)lace  a max- 
imum limit  on  all  hos])ital  capital  acquisitions 
based  on  the  state’s  ability  to  “afford”  them.* 
Most  importantly,  practicing  physicians  look  for 
readily-availahle  information  as  to  the  impact  of 
technological  advances  on  their  clinical  decisions. 

After  reviewing  such  diverse  recjtiirements,  the 
AMA  Council  on  Scientific  Affairs  concluded 
that  some  tensions  among  the  various  groups 
appear  to  be  inevitable.  Part  of  the  difficulty  is 
attributable  to  the  fact  that  previotis  efforts  at 
technology  assessment  have  concentrated  on  the 
“safety  and  efficacy”  of  new  j)rocedures,  while 
there  has  been  growing  stipjtort  for  randomized 
clinical  trials  as  the  basis  for  “wise  reimhtirsement 
decisions.”  As  the  Council  rejjort  notes,  however, 
much  of  the  tension  is  due  to  the  essential  dichot- 
omy between  practicing  physicians  and  health 
jdanners:  “Medicine  is  grotmded  in  the  ethic  of 
individual  jiatient  care,  while  payers  and  health 
planners  are  more  attuned  to  the  ethic  of  the 
greatest  good  to  the  greatest  immher  at  a reason- 
able cost.”  I o jirotect  the  interests  of  physic  ians 
and  their  patients,  the  Council  emphasized  the 
importance  of  jiarticijiation  by  the  AMA  and 
other  medical  oi  ganizations  in  the  continuing  de- 
bate on  teclmologv  assessment. 
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Physician-Reporters 


. . . to  the  American 
Medical  Association’s 
fourth 

Health  Reporting/ 
Radio-TV  Conference 

in  Washington,  D.C. 
May  3-6,  1984 


Improve  your  broadcast  skills . . . meet  peers  in  the  media  held  . . . examine  the 
challenges  of  inedical  reporting. . .or  learn  the  basics  of  broadcast  if  you’re  not 
vet  on  the  air.  It’s  all  here  and  more. 


Category  I CME  Credit 


CoLirses  include:  □ “Polishing  \'our  .Va",  an  imensivc  iiucr\ie\\  tonrse  feaiuring 

video  [)la\  back  ci  iticiues 

□ Studio  workshops  in  which  \ou  act  tts  talent,  ciunerainan,  producer 

□ Superv  ised  editing  sessions  in  which  \ou  are  the  editor 

□ Scriptwriting,  a |)ractic.d  workshop  exptinded  f rom  last  year 

□ Radio  and  television  production 

□ .M.ike-up  and  wardrobe  sessions 

□ Personal  critiques  ot  voin  video  or  audi(j  tapes  conducted  bv 
conlerence  facultv 

For  more  information  ctill  collect  (3 12)  645-442  1 


PROGRAM  SCHEDULE: 

I'hursday,  Mav  3 

Welcome  Reception  6pm-7:30pm 

Friday  X-  Saturday,  May  4 X-  5 
Workshops  and  lunch  7am-6pm 

Sundav,  Mav  6 

Workshops  and  lunch  7atn-2pm 


F'.njov  the  elegant,  new  lacilities  at  the  Marriott  Cr\stal 
(iatewav  Fltrtel  pro\  iding  easy  ticcess  to  downtown  Wash- 
ington and  many  f ine  shops  and  restaurants  on  site. 

Register  early.  Cdass  size  is  limited  and  enrollment  will  be  on 
a first  come,  first  served  basis  as  we  receive  vtnn  registra- 
tion forms.  Registration  deadline  is  April  2. 


.American  Medical  .As.sociation 


HEALTH  REPORTING/RADIO-TV  CONFERENCE 


Registration;  $275  AM.\  members,  $375  non-members,  $75  students/residents 
Fee  includes  rcceptitjn,  meals,  workshops  and  materials. 

F.nclosed  please  find  mv  check  for  $ pavable  to  the  reservations  for  me  at  the 


.American  .Medical  Association,  535  \.  Dearborn,  Cihicago,  11.60610 


Marriott  Crvstal  Gatewav  Hotel 


1 will will  not  attend  the  receptimi  on  .May  3,  1 984 


Single  room  $70/night 
Double  room  $85/night 


Name  (print) 

.Address 

City State Zip 

Phone  # 1 ) 

.Are  you  currently  on  radio? FV? 

If  so,  for  how  long? inos yrs 

Station  call  letters/citv 


■Arrival  date 

(check-in  time:  3pm) 

Departure  date 

(check-out  time:  I pm) 

Reservations  requested  af  ter  April  2,  1984  are 
subject  to  availabilitv.  Rooms  may  be  available 
after  this  date  but  not  necessarily  at  the  same 
rate. 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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I start  seeing  patients  from  home. 


Now  you  don’t  have  to  lose  touch  with  your  practice 
when  you  leave  the  o ffice. 


At  MSD  we  understand  that  practicing  medicine 
means  having  critical  patient  data  at  your  fingertips. 
The  simple  installation  of  a terminal  at  home  lets  you 
access  information  from  your  office  system.  You  can 
check  patient  records  any  time,  for  medication  dos- 
age or  patient  history  before  responding  to  any 
emergency. 

Or  in  those  less  hectic  moments  at  home,  you  may 
want  to  review  financial  data  for  a better  view  of  your 
practice  direction.  Data  can  be  password  protected 


or  shared,  depending  on  your  needs. 

MSD  writes  the  software  to  handle  both  sides  of 
your  practice.  With  headquarters  in  E.  Greenwich,  we 
can  guarantee  fast  service  and  support. 

Give  us  a call.  We’ll  tell  you  how  the  MSD  Practice 
Management  System  can  shorten  turn  around  time 
on  third  party  billing.  Schedule  appointments.  Or 
automate  recall  to  improve  patient  communications. 

We  have  a lot  to  talk  about. 


Management  Systems  Development 

• Complete  Computer  Systems  • Original  Software  Design  • 

• Data  Processing  Services  • Medical  Billing  • 

655  Main  Street  • East  Greenwich,  Rl  02818  • 401-885-1940 
Offices  in  Massachusetts  and  New  Hampshire 


Clinical  Experiences  with  Dimethyl 
Sulfoxide  (DMSO)  in  Human  Subjects 

Approval  Must  Be  Withheld  until  Safety  in  Extended  Use  Is  Established 


Americo  A.  Savastano,  MD 

On  behalf  of  the  Squibb  Institute  of  Medical  Re- 
search, in  1965  I conducted  a double-blind  clin- 
ical trial  on  the  use  of  aqueous  solutions  of  90  per 
cent  dimethyl  sulfoxide  (DMSO),  with  and  with- 
out steroids.  Two  bottles,  labeled  AKB  and  AKD, 
were  supplied,  and  for  the  brief  duration  of  the 
study,  I did  not  know  which  bottle  contained 
DMSO  with  0.1  per  cent  Kenalog®  and  which 
contained  a pure  solution  of  90  per  cent  DMSO. 

After  I treated  a total  of  35  cases  with  the 
samples,  the  Food  and  Drug  Administration 
(FDA)  ordered  the  Squibb  Institute  to  discon- 
tinue the  study  as  there  was  evidence  linking  the 
drug  to  cataracts  in  laboratory  animals.  Because 
of  the  potential  danger  of  eye  damage  in  human 
subjects,  clinical  testing  was  sus])ended  and  has 
not  been  resumed  except  in  limited  trials.  Within 
the  past  year,  however,  extensive  television  cover- 
age of  DMSO  has  stimulated  a resurgence  of  pub- 
lic interest.  Many  of  these  programs  typically 
have  presented  cases  in  which  dramatic  and  in- 
stantaneous pain  relief  was  claimed.  While  the 
substance  has  been  characterized  by  some  as  a 
“miracle  drug,”  its  siqjposed  clinical  successes  re- 
main to  be  confirmed  by  rigorous  double-blind 
tests.  Until  DMSO  has  been  thoroughly  studied 
and  the  FDA  issues  a favorable  directive,  physi- 
cians should  not  recommend  its  administration 
for  human  illnesses. 


Americo  A.  Savastano,  MI),  is  in  the  private  practice  of 
orthopedic  surgery  in  Providence,  Rhode  Island; 
Surgeon-in-Chief  Emeritus,  Division  of  Orthopaedic 
Surgery,  Rhode  Island  Hospital;  and  Clinical  Profes- 
sor of  Orthopaedic  Surgen,  Brown  University  Program 
in  Medicine.  As  chairman  of  the  Sports  Medicine  Com- 
mittee of  the  Rhode  Island  Medical  Society,  Doctor 
Savastano  has  been  instrumental  in  organizing  an 
annual  conference  on  sports  medicine  held  at  the  I 'ni- 
I'ersity  of  Rhode  Island  which  attracts  physicians  and 
sports  trainers  from  throughout  the  countiy. 


What  is  DMSO? 

DMSO  is  a colorless  liquid  derived  from  lignin,  a 
material  which  naturally  binds  the  cells  of  trees. 
Extracted  during  the  industrial  manufacture  of 
pulp,  it  is  generally  processed  in  four  concentra- 
tions of  50,  70,  90,  or  100  per  cent  acjueous  solu- 
tions. DMSO  initially  was  patented  in  1963  by  the 
Crown-Zellerbach  Corporation  as  an  industrial 
solvent.  That  same  year  researchers  at  the  Uni- 
versity of  Oregon  Medical  School  found  that 
DMSO,  when  topically  applied,  is  quickly 
absorbed  and  carried  into  the  circulation.  It  was 
reported  that  its  application  almost  instantly  re- 
duced pain  and  inflammation  in  the  treated  area. 

Proponents  of  DMSO  have  suggested  its  use 
primarily  for  the  treatment  of  scleroderma,  a 
partially-understood  collagen  disease  with 
rheumatic  manifestations.  Favorable  results  also 
have  been  claimed  in  cases  of  rheumatoid  and 
osteoarthritis,  and  less  frequently,  for  athlete’s 
foot,  bruises,  sunburn,  bursitis,  complications  of 
degenerative  disks,  frostbite,  fungal  infections, 
gout,  herpes  simplex,  neck  strains,  neuralgias, 
sprains,  and  tendinitis.  A four  per  cent  ac}ueous 
solution  has  been  ingested  with  reported  success 
in  such  conditions  as  colitis,  gastritis,  and  peptic 
ulcer.  It  has  also  been  used  intravenously  to 
alleviate  the  pain  caused  by  malignant  tumors, 
leukemia,  cardiovascular  disease,  and  spinal  cord 
injuries. 

DMSO  is  commonly  used  by  veterinarv  jihysi- 
cians  to  treat  ailments  in  horses,  dogs,  and  cats. 
I he  only  clinical  application  to  receixe  FD.V 
ap])roval  has  been  the  use  of  a 50  per  cent  DMSO 
solution  to  treat  interstitial  cystitis,  a jtainful  but 
rather  rare  bladder  dysfunction.  Despite  the 
FD.A  j)roscription,  some  athletic  trainers  favor 
the  use  of  90  per  cent  and  stronger  acjiieous  solu- 
tions lot  their  athletes.  In  addition  to  the  danger 
of  cataracts,  other  adverse  reactions  in  human 
subjects  include  local  erythema,  halitosis, 
headache,  and,  occasionallv,  nausea  and  xomit- 
ing. 
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Current  Legal  Status  of  DMSO 

Except  w here  it  is  administered  tor  experimental 
purposes  under  FDA  approval  and  for  treatment 
of  interstitial  cvstitis,  DNISO  use  in  human  sub- 
jects is  legally  permitted  onlv  in  California,  Flor- 
ida, Louisiana,  and  Oregon.  Its  use  hv  patients 
also  is  permitted  in  Canada  and  in  Mexico,  where 
numerotis  “DMSO  clinics”  specialize  in  treating 
Americans  unable  to  obtain  the  substance  at 
home.  Some  of  these  clinics  also  prescribe  other 
anti-inflammatorv  medications  for  their  CS  pa- 
tients. 


Clinical  Findings 

Thirty-five  human  subjects  treated  in  1965  re- 
ceived topical  application  of  DMSO  with  0.1  per 
cent  Kenalog®  or  an  unadulterated  DMSO  solu- 
tion at  90  per  cent  strength.  The  contents  of  the 
bottles  remained  unknown  to  me  at  the  time  of 
the  study,  and  none  of  the  subjects  receix  ed  the 
drug  either  oralh  or  intravenoush . The  study 
results  were  correlated  as  to  the  sex.  age,  and  race 
of  the  subject,  the  amount  of  solution  used,  the 
joint  involved,  and  the  dtiration  of  treatment.  It 
recorded  the  effect  of  DMSO  on  pain  relief, 
swelling,  range  of  motion,  morning  stiffness,  and 
tenderness.  In  addition,  the  diagnosis,  adverse 
reactions,  final  therapeutic  results,  and  drugs 
used  prior  to  DMSO  treatment  were  noted. 

Eighteen  patients  were  treated  with  the  DMSO 
solution  containing  the  steroid.  Treatment  con- 
sisted of  the  topical  application  of  8 ml  which  was 
reapplied  as  needed  up  to  three  times  daily.  The 
group  included  fixe  males  and  13  females,  all 
xvere  Caucasian,  and  their  ages  ranged  from  25  to 
75  years.  Six  of  the  subjects  xvere  diagnosed  as 
hax  ing  osteoarthritis  of  the  knee;  txvo,  traumatic 
mxositis  of  the  shoulder;  and  one  each,  probable 
sprain  of  the  shoulder,  osteoarthritis  of  the  shoul- 
der. subdeltoid  bursitis  of  the  shoulder,  rheuma- 
toid arthritis  of  both  xvi  ists.  contusion  of  the  right 
hip,  and  contusion  of  the  right  elbox\ . 

Of  the  18  subjects,  txvo  received  immediate 
pain  relief,  txvo  improx  ed  after  two  days  of  treat- 
ment. three  after  four  davs,  fixe  after  five  davs, 
and  three  after  seven  davs.  Three  of  the  patients 
demonstrated  no  improvement  after  a xveek  of 
treatment. 

The  results  were  equivocal.  The  sxvelling  xvhich 
xvas  evident  in  10  patients  before  DMSO  treat- 
ment xvas  reduced  in  four,  ajjparentlx  as  a result 
of  the  therapy.  Fight  of  the  subjects  had  initially 
jtresented  xvith  no  signs  of  infiammation.  The 
range  of  motion  increased  in  nine  cases,  the  evi- 


dence of  morning  stiffness  xvas  reduced  in  13, 
and  the  presence  of  tenderness  decreased  in  14. 
Thirteen  subjects  stiffered  no  adx  erse  reactions, 
xvhile  fixe  developed  a local  erythema.  All  sub- 
jects experienced  the  so-called  “garlic  breath,”  a 
common  manifestation  of  DMSO  use.  The  final 
therapeutic  result  xvas  considered  excellent  in 
five,  good  in  six,  lair  in  three,  and  poor  in  four. 

Seventeen  patients  xvere  treated  xvith  a 90  per 
cent  aqueous  solution  of  DMSO  xvith  the  same 
dosage  schedule  as  the  other  cohort.  In  this 
group  xvere  15  females  and  txvo  males,  all  Cauca- 
sians, ranging  in  age  from  24  to  87  years.  The 
diagnoses  in  the  treated  patients  included  fixe 
cases  of  traumatic  myofascitis  of  the  back;  four  of 
osteoarthritis  of  the  knee;  txvo  each  of  fibrositis  of 
the  shoulder  and  tennis  elboxv;  and  one  each  of 
medial  epicondylitis  of  the  elboxv,  sprain  of  neck, 
trochanteric  bursitis  of  the  hip,  and  sprain  of  the 
acromioclavicular  joint.  Fxvo  subjects  obtained 
immediate  pain  relief,  one  after  three  davs  of 
treatment,  three  after  four  days,  one  after  five 
days,  one  after  six  days,  and  five  after  one  xveek. 
Four  patients  demonstrated  no  improxement. 

The  results  xvere  as  folloxvs.  Sxvelling  xvas  initial- 
ly present  in  only  six  of  the  17  patients,  and  all 
exhibited  a decrease  in  local  infiammation.  The 
range  of  motion  improved  in  1 1 cases,  the  pres- 
ence of  morning  stiffness  decreased  in  14,  and 
the  degree  ol  tenderness  xvas  also  reduced  in  14. 
I he  only  adverse  reaction  xvas  local  erythema  in 
three  cases,  althotigh  all  subjects  developed  garlic 
breath.  Fhe  final  therapeutic  result  was  regarded 
as  excellent  in  six  patients,  good  in  eight,  and 
poor  in  three. 

Previous  therapy  did  not  appear  to  alter  the 
clinical  results  ol  DMSO  treatment.  One  patient 
had  taken  Arthralgen®  for  several  xveeks  and 
another  received  three  local  injections  of 
Xylocaine®  and  DepoMedrol®  to  relieve  trochan- 
teric bursitis.  Three  cases  had  been  treated  xvith 
joint  aspirations  folloxved  bx  an  injection  of 
DepoMedrol®.  (4ne  patient  had,  on  three  sepa- 
rate occasions,  taken  25  mg  Indocin®  three  times 
daily  for  several  months.  Another  subject  xvas 
treated  xvith  Kenalog®  with  no  demonstrable  im- 
provement. 

Case  Report 

A quarterback  for  a local  professional  football 
team  presented  early  one  Saturday  morning  xvith 
a severe  pain  in  his  right  shoulder.  There  xvas  no 
definitix  e history  of  injury.  The  forxvard  flexion, 
abduction,  internal  rotation,  external  rotation, 
and  extension  xvere  reduced  to  half  normal 
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capacity  with  intense  pain.  Moderate  joint 
tenderness  was  present.  X-ray  films  taken  from 
multiple  projections  were  found  to  be  normal. 

While  the  patient  was  seated  on  the  examining 
table,  the  DMSO  solution  later  revealed  to  con- 
tain Kenalog®  was  applied  to  his  shoulder.  He 
fainted  during  the  application,  but  quickly  re- 
gained consciousness  and  noted  that  the  shoulder 
pain  had  disappeared.  Although  my  notes  do  not 
record  whether  his  team  won,  he  was  able  to 
participate  fully  in  the  football  game  scheduled 
that  afternoon. 

Conclusion 

While  the  cases  rejiorted  were  studied  some  18 
years  ago,  it  is  likelv  that  similar  results  would  be 
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HAVE  YOU  HEARD?  . . . 


A new  independent  network,  Mf)  F\',  recently 
initiated  a medical  education  series  that  will  reach 
apjjroximately  77  percent  of  all  US  physicians.  In 
Providence,  the  weekly  programs  are  broadcast 
on  WSMW  (Channel  27)  at  6 am  Tuesdavs.  fhe 
initial  programming  includes  two  3()-minute  seg- 
ments, “Ciardiology  I'oday,”  and  “Your  Practice.” 
The  first  program  is  aimed  at  pro\  iding  primary 
care  jihysicians  with  information  regarding  re- 
cent achances  in  cardiovascular  medicine.  ‘A’our 
Practice”  is  a television  magazine  designed  to 
assist  physicians  with  managing  their  practices, 
professional  relations,  and  finances.  Specific 
tojiics  to  be  covered  include  physician/jiatient  re- 
lationshi])s,  medical  technology,  medical  office 
management,  health  legislation,  professional 
liability,  investments,  aiul  estate  and  tax  jilan- 
ning.  Other  jirograms  will  be  added  in  April. 

• • • 

Clinical  social  workers  may  recei\e  direct  jiay- 
ments  under  the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Ser\ices  (CH.\M- 
PUS),  without  having  to  be  referred  or  sujier- 
visecl  by  jihysicians.  CH AMICUS  in  1980  began 
{laying  clinical  social  wot  kers  directlv  under  an 
exjiei imental  jiiogram  authorized  liv  Congress, 
fiefoie  that  time,  sujiet  vision  of  their  jirofession- 
al  services  by  a jihysician  was  recjuirecl  under  the 
jiiogram. 


demonstrated  if  the  clinical  trials  were  rejieated. 
As  the  contents  of  the  bottles  were  concealed 
during  the  study,  I was  not  able  at  the  time  to 
determine  whetlier  added  substances  were  car- 
ried into  the  circulatory  system.  The  comjiaratix  e 
therajieutic  effects  of  ajijilication  of  DMSO  as 
augmented  with  cortisone  and  the  unadulterated 
substance  thus  remain  unknown. 

Although  it  has  been  claimed  that  DMSO  jiene- 
trates  the  circulatory  system,  there  was  no  indica- 
tion that  it  is  cajiable  of  carrying  with  it  such 
substances  as  steroids.  The  incidence  of  adverse 
reactions  was  the  same  for  both  substances.  I he 
use  of  DMvSO  in  human  subjects  must  be  jiost- 
{loned  until  there  is  satisfactory  evidence  that  no 
major  ill  effects  will  result  from  its  extended  use. 


The  Medical  Products  Division  of  the  3M  Com- 
{lany  has  develojied  a {lortable  neuromuscular 
stimulation  system  with  electrodes  designed  sjie- 
cifically  for  muscle  stimulation.  Equally  effective 
in  stimulating  both  large  and  small  muscle 
groiqjs,  the  new  Myocare  Dual  Channel  Neuro- 
muscular Stimulator  Kit®,  is  aj^jjroj^riate  for  use 
in  the  home  as  well  as  in  a clinical  setting.  I he 
{jatient  can  be  instructed  to  set  a timer  which 
automatically  shuts  off  the  system  at  the  end  of 
the  session.  Conijjany  officials  claim  that  the 
unique  design  of  the  new  {product,  coinjjared  to 
traditional  electrodes,  jjermits  a more  constant 
flow  of  current  under  the  electrode  and  en- 
hanced conformity  to  body  c(tntours.  f his  should 
result  in  more  “comhjrtable  and  ef  f icient  stimula- 
tion with  no  hot  s{)ots.” 

• • • 

A sur|)risingly  high  numbei  of  comj)lications 
may  result  from  the  utilization  of  laseis  in  micro- 
surgical  j)i ocedures,  according  to  a jta|)er  in  the 
January  1984  Archives  of  Otolaiyngology.  A survev 
of  229  otolaryng(4ogists  levealed  ajtjtroximatelv 
80  coni|)lications  resulting  from  the  use  of  la.sers. 
While  many  of  the  cited  coinj^lications  were  not 
“set  ions,”  they  enqjhasized  the  need  for  adecjuate 
training  and  knowledge  befoie  utilization  of  the 
new  technologv. 

(Continued  on  fxige  I3S) 
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.\s  any  business  grows,  it  stands  to  reason  that  its  prosperit}'  should 
increase,  rnlbrtunately,  this  doesn't  always  happen.  Because,  veiy  often, 
bu.sy  profe.ssionals  can  ill  afford  the  time  necessaiy  for  truly  effective 
tinancial  management  and  record-keeping. 

M Le\  in  and  l^arness,  we  understand.  We're  an  accounting  firm 
wliose  business  it  is  to  advise  people  on  how  to  manage  their  business 
and  personal  finances  for  maximum  effectiveness. 

We  can  offer  a wide  range  of  seiwices.  Eveixthing  from  setting  up 
financial  records  to  billing  procedures  to  collection  techniques.  From  tax 
planning  to  retirement  benefits.  From  income  taxes  to  payroll  taxes.  And 
all  of  our  sei'N'ices  give  you  the  kinds  of  tools  you  need  for  better  planning 
and  maximized  opportunities,  ydiile  making  minimal  demands  on  your 
time  and  energy. 


If  x’ou'd  like  to  know  more  about  how  we  could  be 
u.seful  to  you,  please  call.  We  ll  be  happy  to  analyze  your 
procedures  and  to  suggest  improvements. 

I'lien  you  can  quickly  tell  what  your  chances  are  of 
sur\  i\  ing  prosperiy  long  enough  to  enjoy  it. 


LEVIN 

AND 

PARNESS 


l,c\  in  and  Farne.ss.  Inc.,  CArtitied  Public  .\ccountants,  2a  .Mutual  Place,  Prox  idence,  K1  02906,  ( aOl  ) 2*'3-66S0 


122 


Rhode  Island  Medical  Journal 


Clinicopathological  Conference 


Case  Record:  Rhode  Island  Hospital 


Maurice  M.  Albala,  MD 
Tom  J.  Wachtel,  MD 
George  F.  Meissner,  MD 
Mark  Fagan,  MD,  Editors 


Presentation  of  Case 

A 4 1 -year-old  white  female  was  admitted  for  car- 
diac catheterization  because  of  post-infarction 
angina.  4 he  chest  x-ray  film  taken  upon  admis- 
sion showed  a right  middle  lobe  infiltrate  and  a 
probable  right  hilar  mass. 

The  patient  presented  with  a history  of  cough 
productive  of  white  sputum  of  several  weeks’ 
duration.  She  also  complained  of  recent  exertion- 
al dyspnea,  malaise,  anorexia  with  a 15  lb  weight 
loss  over  two  weeks,  and  night  sweats  during  the 
])revious  three  nights.  She  noted  the  presence  of 
pleuritic  pains  in  the  uj^per  mid-hack  and  in  both 
shoulders,  which  were  distinct  from  previous  ex- 
ertional anterior  chest  pains.  She  denied  hemojj- 
tysis,  fever,  chills,  or  a history  of  tuberculosis. 

The  past  medical  history  included  an  anterior 
wall  myocardial  infarction  three  months  prior  to 
admission,  followed  by  recurrent  chest  discom- 
fort. She  had  a history  of  hvjjertension  and  heavy 
cigarette  smoking.  The  results  of  a jDrevious  chest 
x-ray  examination  taken  at  another  hos])ital  three 
months  prior  to  admission  were  not  available. 
Medications  upon  admission  included  diltiazem, 
hO  mg  three  times  daily,  and  suhlingual  nitro- 
glycerin tablets,  as  necessary. 

1 he  j)hysical  examination  revealed  a rectal 
temj)erature  of  101.8°F  (S8.8°C),  blood  pressure 
95/h5,  heart  rate  120,  and  respit  atory  rate  20. 
1 he  patient  was  a jtleasant,  healthy-appearing 
white  female  who  exhibited  no  signs  of  at  ute 
distress  although  she  occasionally  coughed  dur- 
ing the  examination,  fhere  was  a 1x2  cm  firm, 
slightly  tendei , non-f  ixed  submandihulai  lymjth 
node.  No  othei  adenopathy  was  noted.  1 he  c best 
was  dear.  I he  cardiac  examination  was  not  inal, 
excejtt  lot  a two-component  jtei  icai dial  f ric  tion 
t ub  noted  hv  one  observer.  1 here  was  no  he|)a- 
tosplenomegaly.  1 he  extremities  levealed  no 
clubbing,  cyanosis,  oi  edema.  1 he  nein ologic al 
examination  was  within  not  inal  limits. 


rite  laboratcjry  results  itiduded  a hemoglohiti 
of  1 1.4  g with  a hetnatocrit  of  35  per  cetit  and  a 
meati  cell  volume  cjf  93  pm.'^  The  white  blood 
count  (WBC)  was  9,400  with  88  per  cetit  polymot  - 
photuiclear  cells,  3 per  cetit  lymjihocytes,  5 per 
cent  monocytes,  3 per  cent  eosinojihils,  and  1 per 
cent  basophils.  No  toxic  granulatiotis  or  vacuoles 
were  noted.  The  platelet  coutit  was  495,000. 
Sodium  was  140,  potassium  5.2,  chloride  100, 
and  bicarbonate  25  niEc|/L.  The  blood  sugar  was 
93,  blood  urea  nitrogen  14,  creatinine  0.9  iiigTlL. 
The  prothrombin  activity  was  greater  thati  100 
per  cent,  and  the  urinalysis  was  normal.  The 
chest  x-ray  film  revealed  a large  right  hilar  mass 
with  associated  volume  loss  and  right  middle  lobe 
inhltrate.  The  arterial  blood  gases,  taken  with  the 
patient  breathing  room  air,  showed  a pH  of  7.45; 
p()2  of  62  mm  Hg;  pC()2  of  38  mm  Hg;  and  a 
bicarbonate  of  26  niEc|/L.  The  SGOT  was  10; 
SGP  I'  6;  1T)H  383;  GPK  27  lU/L;  alkaline  })hos- 
jdiatase  9.6  lU/clL;  total  bilirubin  0.2  mg/clL;  cal- 
cium 9.0  mg/cIL;  ])hos])hate  3.3  ing/clL;  magne- 
sium 1 .6  mKc|/L;  total  jjrotein  6.9  g/clL;  and  albu- 
min 3.3  g/dl..  1 he  erythi ocvte  sedimentation  rate 
was  133  mm/hour.  The  serum  iton  was  12  meg 
cll.  and  the  iron  binding  177  mcg/clL.  The  Bpj 
and  folate  were  normal. 

Following  admission,  the  j^atient  receixed  500 
mg  of  erythromycin  hv  mouth  every  six  hours 
and  ferrous  sulfate.  1 he  cough,  hack  ])ain,  and 
fevei  persisted,  however,  and  the  white  blood 
count  remained  at  10,000  with  a left  shift. 

romograms  showed  a large  right  hilai  mass 
with  a narrowing  of  the  hionchus  intermeclius. 
1 he  orifice  of  the  right  middle  lobe  could  not  he 
identified,  and  there  was  a perij)heral  paren- 
chymal density.  I he  lef  t lung  field  appe.ired  nor- 
mal. Multiple  blood,  mine,  and  tlnoat  cultures 
were  negative  as  was  the  sputum  cxtologv. 

( )n  the  seventh  hos])ital  day,  <i  fihei optic  hron- 
chosc()])y  revealed  extrinsic  compression  ol  all 
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major  right  lobar  bronchi.  I'lie  mucosa  of  the 
light  iippcM'  and  lower  lobe  bronchi  appeared 
normal.  I'be  o}jening  of  the  right  middle  lobe 
bronchus  was  totally  comjiressed,  and  mucosal 
irregularities  ami  friability  were  evident.  Biopsies 
obtained  from  the  right  middle  lobe  were  consis- 
tent with  nonsjjecific  acute  and  chronic  in- 
flammation. No  evidence  of  tumor  was  piesent. 
lironebial  washings  from  the  right  middle  lobe 
revealed  a single  fragment  of  atyj)ical  epithelium. 

1 he  washings  were  negative  for  acid  fast  bacillus 
(AFB). 

On  the  tenth  hos])ital  day,  the  j)atient,  after 
developing  att  ial  flutter,  hyj)otension,  and  c best 
}xiin,  was  transferred  to  the  coronary  intensive 
care  unit.  A dose  of  2 mg  dihydromor))hine  hy- 
drochloride was  administered  intravenously  (f\’) 
to  relieve  the  chest  pain.  Alter  the  jiatient  was 
successfullv  cardiovei  ted  with  100  Joules,  she  was 
maintained  on  digoxin  and  (luinidine  sulfate. 

1 he  cardiac  enzvmes  were  not  elevated. 
Krvthromvcin  was  discontinued,  (ilindamycin, 
000  mg  intravenouslv  everv  six  hoiii  s,  and  genta- 
micin, 70  mg  e\ery  eight  hours  after  a 00  mg 
loading  dose,  were  initiated. 

On  the  eleventh  hospital  day,  the  patient  com- 
plained of  pleuritic  chest  pain.  A lung  scan 
showed  a matched  ventilation/j)erlnsion  defect 
proximal  to  the  right  middle  lobe  and  a large 
perfusion  defect  in  the  tight  upper  lobe,  which 
was  normally  \entilated.  f he  left  lung  field  was 
normal. 

1 here  were  no  additional  episodes  of  chest 
j)ain  or  arrhvthmias,  and  the  patient  was  re- 
tnnied  to  the  medical  unit  on  the  twelfth  hosj^ital 
(lav.  Her  cough  persisted  and  was  j^rodnetive  of 
large  amounts  of  sputum.  She  continued  to  sj)ike 
dailv  temperatures,  and  indomethacin,  25  mg 
three  times  a dav,  was  begun  on  the  eighteenth 
hospital  day.  .A  bone  scan  was  negative  for  lytic 
lesions,  but  demonstrated  bilaterally  enlarged 
kidneys. 

( )n  the  twentieth  hospital  day,  a diagnostic  pro- 
cedin  e was  i)ei  formed. 

Differential  Diagnosis 

.Allan  1).  Krickson,  Ml):*  1 should  like  to  begin  by 
reviewing  the  j)osterior-anterior  (lAA)  and  lateral 
chest  roentgenograms  to  emphasize  some  diffi- 
culties in  theii  evaluation. 

While  no  mediastinal  lymph  node  enlai  gement 
can  be  cleat  ly  identif  ied  on  the  PA  and  lateral 
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radiographs  and  on  the  tomogram,  two  snsj)i- 
cious  areas  deserve  further  comment.  1 he  area 
of  the  azygos  node  on  the  PA  film  seems  gener- 
ous. Since  the  medial  margin  along  the  right  ])ar- 
atracheal  stripe  is  sufficiently  indistinct  as  to  j)re- 
clude  measurement,  the  (juestion  of  azygos  lym- 
phadenojjathy  must  remain  ojjen.  Similarlv,  the 
left  hilar  area  aj)pears  plump  on  the  l^A  film.  If 
the  lateral  chest  roentgenogram  is  examined 
carefully,  a shaiply  marginated  tubular  lucency 
appears  to  be  emanating  downwai d f rom  the  ori- 
fice of  the  left  u])per  lobe  bronchus.  Phis  ptob- 
ably  represents  the  bronchus  to  the  left  lower 
lobe,  or  perhaps  also  the  bronchus  to  the  su))erior 
segment  of  the  lefi  lower  lobe.  I'hese  side  views  of 
airways  are  rarely  seen  on  routine  lateral  films  in 
the  absence  of  lymphadenojjathv. ' Although 
mediastinal  lymjjhadenopathy  cannot  be  di- 
agnosed with  certainty,  there  remain  at  least  two 
areas  of  possible  invohement. 

In  general,  the  presence  of  bilateral  hilar  mass- 
es nearly  always  signifies  the  involvement  of 
lymph  nodes  or  blood  vessels,  f he  differential 
diagnosis  of  unilateral  hilar  mass  must  include 
two  additional  possibilities,  a primary  pathologic 
process  apj)eai  ing  as  a mass,  eg,  bronchogenic 
carcinoma;  or  a congenital  lesion,  eg,  bron- 
chogenic cyst.“  1 shall  not  comment  on  these  pos- 
sibilities further  as  the  clinical  course  is  not  consis- 
tent with  the  presence  of  a bronchogenic  cyst  or 
other  congenital  lesion,  nor  does  it  snjjport  any  of 
the  diagnoses  involving  enlarged  \asculature. 

I'he  dif  ferential  diagnosis  of  unilateral  lymph 
node  enlargement  consists  of  two  major  catego- 
ries, infections  and  malignant  tumors,  fnfectious 
causes  include  jjrimary  tuberculosis;  histoj)las- 
mosis  and  other  fungi;  selected  bacteria,  such  as 
those  organisms  causing  tularemia;  mycoplasma 
jjueumonia  and  jjsittacosis;  and  also  occasional 
viruses.  In  the  absence  of  any  exposure  or  tra\el 
history  and  because  of  the  lack  of  response  to 
erythromycin,  several  of  these  factors  can  easily 
be  eliminated.  Malignant  tumors  are  the  other 
major  cause  of  unilateral  hilar  lymph  node  en- 
largement. Fhe  three  jii  incipal  diagnoses  to  con- 
sider include  j)rimary  bronchogenic  carcinoma, 
metastatic  cancer,  and  lymphoma.  W hile  bilateral 
lymj)h  node  enlargement  is  associated  with  both 
metastatic  cancer  and  lynijjhoma,  there  can  be 
markedly  asymmetric  presentations  or  unilateral 
disease.  Finallv,  sarcoidosis,  a disease  of  unknown 
etiology,  must  also  be  considered  in  the  differen- 
tial diagnosis. 

As  it  seems  unlikely  that  the  diagnosis  can  be 
established  solely  from  the  chest  radiograph,  let 
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US  review  the  key  features  of  the  clinical  history. 
This  4 1 -year-old  woman  had  corc^nary  artery  dis- 
ease. Although  there  are  diseases,  eg,  vasculitis, 
which  might  explain  either  premature  ather- 
ogenesis  or  myocardial  infarction  without  signifi- 
cant coronary  artery  disease,  her  past  history  of 
smoking  and  hypertension  are  sufficient  to  ex- 
plain a second  process,  namely,  coronary  artery 
disease.  She  presented  with  a history  of  cough, 
dyspnea,  anorexia,  a substantial  weight  loss,  fe- 
ver, night  sweats,  and  chest  pains.  In  the  hospital, 
daily  fever  occurred  despite  two  separate  courses 
of  antibiotic  therapy.  The  physical  examination 
demonstrated  a single  submandibular  lymph 
node  and  a pericardial  friction  rub.  4 he  labora- 


Table  1.  — Causes  of  Ventilation/Perfusion 
Mismatch  on  Lung  Scan 


Bronchogenic  carcinoma 

Other  masses  compressing  vessels 
— Metastatic  cancer 
— Lymphoma 
— Sarcoid 

Mediastinal  fibrosis 
— Histoplasmosis 
— Radiation  therapy 

Emboli 

— Tumor  emboli 
Vascular  abnormalities 

— Congenital  pulmonary  artery  agenesis  or  stenosis 
— Vasculitis 

— Pulmonary  artery  hypertension 

tory  studies  revealed  anemia,  hypoxemia,  a 
markedly  elevated  erythrocyte  sedimentation 
rate,  and  the  described  radiologic  findings. 
.Moreover,  there  was  bronchoscojjic  evidence  of 
bronchial  compression  with  abnormal  mucosa  at 
the  right  middle  lobe  orifice,  but  without  an  en- 
dobronchial mass.  A lung  scan  was  abnormal,  and 
the  bone  scan  revealed  bilateral  renal  enlarge- 
ment. I'here  are  many  causes  of  ventilation/ 
jierfusion  mismatch  on  the  lung  scan  other  than 
jjuhnonary  embolus,  and  fable  1 lists  several  of 
these. 

The  causes  of  bilaterally  enlarged  kidneys  are 
displayed  in  fable  2.  .\lt hough  most  are  jjrimary 
renal  diseases  with  little  chest  invohement,  such 
diagnoses  as  multij^le  myeloma,  amyloidosis,  and 
lymphoma  cause  chest  roentgenographic  abnor- 
malities aiul  must  be  considered.  In  a review  of 
938  cases  of  multijde  myeloma  from  the  Mayo 
Cilinic,  Kint/er  and  colleagues  report  on  the  tyj)es 
of  intrathoi acic  involvement  at  the  time  of  the 
initial  diagnosis.^  I wenty-eight  per  cent  of  the 


patients  had  typical  osteolytic  bone  lesi()iis,  pri- 
marily in  the  ribs;  10  per  cent  had  parenchymal 
infiltrates,  although  these  were  usually  due  to 
infections  rather  than  the  malignant  process 
itself;  and  eight  per  cent  presented  with  plas- 
macytomas, most  of  which  were  intimately  in- 
volved with  the  ribs.  Only  1 1 patients  had  a pul- 
monary plasmacytoma  without  any  bone  involve- 
ment, and  only  two  of  those  were  in  the  hilar 
region.  An  osteolytic  rib  lesion  associated  with  a 
soft  tissue  mass  protruding  into  the  thorax 
should  strongly  suggest  multiple  myeloma.  The 
absence  of  typical  chest  radiographic  findings, 
however,  and  the  lack  of  bone  pain,  skeletal 
abnormalities,  and  proteinuria  weigh  against 
multiple  mveloma  in  this  case.  Amyloidosis  usual- 
ly presents  as  a nodular  or  diffuse  interstitial  dis- 
ease on  chest  roentgenogram,  and  lymph  node 


Table  2.  — Causes  of  Bilateral  Renal  Enlargement 


Polycystic  disease 

Acute  glomerulonephritis 

Acute  pyelonephritis 

Systemic  lupus  erythematosis 

Bilateral  hydronephrosis 

Acute  tubular  necrosis 

Multiple  myeloma 

Amyloidosis 

Leukemia 

Lymphoma 

Acromegaly 

Medullary  sponge  kidney 
Bilateral  renal  vein  thrombosis 


involvement  is  rare.  Amyloid  in  the  lung  is  usual- 
ly of  jjrimary  variety,  and  this  patient  would  be 
unusually  young  for  that  condition.  I shall  return 
to  the  possibility  of  lymphoma  later. 

Primary  tuberculosis  is  j^robably  the  most  com- 
mon infectious  disease  to  produce  radiographic 
abnormalities.  As  Kahn  pointed  out  in  1977,  the 
clinical  and  roentgenographic  spectrum  of  tuher- 
culosis  ( I B)  has  changed  slightly  as  primary 
tuberculosis  apj)arently  is  becoming  more  }>reva- 
lent  in  adults.*  In  a rej)ort  on  88  jjatients  at  Bos- 
ton City  Hospital,  fi\e  had  unilateral  hilar  lymph 
node  disease  similar  to  that  of  Our  patient.  Dhaml 
reported  on  a series  of  adult  patients  with  in- 
trathoracic  I B adenopathy  in  1979.'’  While  25  of 
38  patients  revealed  evidence  of  paratracheal 
lynij)h  node  disease,  unilateral  hilar  lym- 
phadenojjathy  was  jjiesent  in  15  of  them.  Since 
all  jjatients  who  were  tubeiculin  skin  tested  were 
found  to  he  positive,  a negative  skin  test  would 
have  been  strong  e\  idence  against  a diagnosis  of 
I B for  this  j)atient.  .Mthough  histoplasmosis  is 
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the  fungal  disease  most  commonly  associated 
with  exuberant  mediastinal  or  hilar  lymph  node 
response,  it  seems  unlikely  in  the  absence  of  sig- 
nificant travel  history. 

1 he  last  disease  other  than  a malignant  tumor 
to  be  considered  in  this  patient  is  sarcoidosis. 
Hilar  lymjih  node  enlargement  is  seen  in  most 
sarcoid  patients,  and  in  one  series,  Ivmph  node 
enlargement  was  the  sole  abnormality  in  43  j)er 
cent  of  patients  at  the  time  of  the  initial 
diagnosis.*’  While  hilar,  paratracheal,  and  other 
lymph  node  groups  are  commonly  invoKed,  bi- 
lateral hilar  adenopathy  is  present  in  nearly  all 
cases.  In  a .Mayo  C'.linic  series  of  800  patients  with 
confirmed  diagnoses,  only  38  (8  j)er  cent)  of  472 
cases  with  lynijih  node  disease  demonstrated  uni- 
lateral lymph  node  enlargement  on  the  initial 
chest  radiograph.'  Sarcoidal  lymjjh  nodes  ha\e 
been  reported  occasionally  as  compressing  bron- 
chi and  even  pulmonary  arteries,  but  this  rarely 
occurs.  W'interbauer  states  that  [jatients  with 
asymptomatic  bilateral  hilar  lymphadeno])athy 
have  sarcoidosis  and  that  symjjtomatic  jjatients 
with  unilateral  hilar  adenoj)athy  have  lym- 
phoma.*^ 

Bronchogenic  carcinoma  is  certainly  a signifi- 
cant diagnosis  to  consider  in  this  jjatient.  As  the 
incidence  of  lung  cancer  in  women  has  increased 
dramatically  in  recent  years,  the  ]>atient  unfortu- 
nately is  not  too  young  fbi  such  a diagnosis.  She 
had  a history  of  heavy  smoking.  4 he  chest  roent- 
genogram, bronchoscojiic  findings,  lung  scan 
findings,  and  many  of  the  symj)toms  are  j)erfectly 
consistent  with  bronchogenic  carcinoma  of,  for 
e\amj)le,  the  small-cell  histological  tyjje.  Persis- 
tent and  umesponsive  fewer  and  night  sweats, 
however,  are  unusual  in  the  sole  jiresence  of  lung 
cancer.  Most  jiatients  with  lung  cancer  have  fever 
because  of  an  obstructing  pneumonia.  Since  the 
organisms  causing  these  pneumonias  are  typical- 
ly sensitive  to  antibiotic  therajiv,  the  treatment 
with  erythromycin  should  have  caused  the 
temperature  to  return  to  normal.  Moreover,  the 
presence  of  bronchogenic  carcinoma  does  not 
explain  the  bilateral  renal  enlargement. 
.\lt  hough  ])atients  who  die  from  bronchogenic 
carcinoma  with  metastases  have  renal  invobe- 
ment  in  20  to  30  per  cent  of  autojjsied  cases,  these 
renal  metastases  ajjpear  as  a single  or  multiple 
defects  i athei  than  as  bilateral  renal  enlargement 
on  a scan. 

ft  is  not  necessary  to  consider  othei  ])iimary 
lung  tumors  in  this  patient,  although  alveolar  cell 
carcinoma,  which  has  been  reported  in  young 
patients,  should  be  mentioned.  While  the  chest 


radiograjihic  presentation  of  this  cancer  varies 
considerably,  the  presence  of  hilar  lymph  node 
involvement  is  distinctly  unusual.  In  a series  re- 
])orted  in  1973,  only  one  of  29  cases  demon- 
strated invcjhement  of  the  hilar  lymj)h  nodes.'" 
An  entity  known  as  giant  cell  carcinoma  is  in- 
teresting in  view  of  the  very  raj)id  course  of  the 
mass  lesion  in  our  j)atient,  but  the  chest  roent- 
genographic  findings  are  not  typical  of  this  can- 
cer. 

Another  malignant  disease  to  consider  in  this 
case  is  metastatic  cancer  from  a nonpulmonary 
site.  While  the  protocol  does  not  indicate  a prob- 
able jjrimary  site,  it  is  important  to  rule  out  such 
entities  as  renal  cell  carcinoma.  Between  30  and 
40  j)er  cent  of  patients  with  metastatic  renal  cell 
carcinoma  have  no  svmjjtoms  related  to  the 
kidneys."  The  classic  triad  of  hematuria,  flank 
pain,  and  an  abdominal  mass  is  ))i  esent  only  in  10 
to  15  j)er  cent  of  jjatients.  4 he  chest  radiograjih 
may  present  such  vat  ied  forms  as  solitary  or  mul- 
ti])le  pulmonary  nodules  or  masses,  hilar  or 
mediastinal  lymjjh  node  enlargement  with  or 
without  associated  parenchymal  disease,  bone  in- 
volvement, the  comparatively  rare  lymjjhangitic 
carcinomatosis,  and  endobronchial  metastases. 
fn\  ()1\  ement  of  the  lungs  frequently  occurs  in  the 
course  of  renal  cell  carcinoma  because  of  the 
several  j)athways  available  for  metastatic  spread 
from  the  kidneys,  including  hematogenous 
routes  through  the  inferior  vena  cava,  lymjjhatic 
routes  to  lymph  nodes  and  the  thoracic  duct,  and 
Batson’s  plexus,  a series  of  vah  eless  perivertebral 
\eins  which  connect  to  intercostal  and  bronchial 
veins,  f^owever,  no  specific  signs,  especially  the 
non-renal  abnormalities  so  characteristic  of  renal 
cell  carcinoma,  suggest  this  disease.  The  jjresence 
of  hyjjercalcemia,  elevations  of  the  alkaline  j)hos- 
phatase  or  erythrocytosis,  and  bilateral  renal  en- 
largement would  be  distinctly  unusual. 

The  diagnosis  of  lymphoma  must  be  consid- 
ered because  its  presence  would  explain  such  fea- 
tures of  this  case  as  the  chest  radiograph,  the 
classic  “B”  symptoms  of  fever  and  weight  loss,  the 
lung  scan,  and  the  bilateral  renal  involvement. 
Also,  renal  abnormalities  may  be  jiroduced  in 
such  patients  by  other  mechanisms,  including  re- 
nal stones,  infection,  and  ureteral  obstruction 
secondary  to  abdominal  lymph  node  enlarge- 
ment. Intrathoracic  involvement  by  metastases  is 
quite  common.  In  some  series  up  to  90  percent  of 
patients  demonstrate  intrathoracic  involvement 
at  some  point.  Blank  reported  from  Stanford 
University  in  1980  on  a series  of  105  consecutive 
patients  with  Hodgkin’s  disease  who  had  been 
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I diagnosed  during  the  early  1970sd^  Sixty-seven 
I per  cent  of  the  patients  exhibited  intrathoracic 
involvement  at  the  time  of  initial  presentation, 
and  all  but  one  had  hilar  or  mediastinal  lymph 
node  enlargement. 

As  the  most  common  intrathoracic  abnormal- 
ity, lymph  node  enlargement  can  involve  several 
nodal  groups,  especially  the  paratracheal  lymph 
nodes.  Although  anterior  mediastinal  lymph 
nodes,  best  seen  on  lateral  film,  are  present  in 
relatively  few  cases,  they  offer  an  important  dif- 
ferential feature  from  sarcoidosis.  Sarcoidosis 
rarely  involves  the  anterior  mediastinal  compart- 
ment. Furthermore,  these  nodes  can  occasionally 
erode  into  the  sternum,  a finding  very  suggestive 
of  lymphoma.  While  two-thirds  of  patients  with 
hilar  lymph  node  enlargement  have  bilateral  in- 
volvement, asymmetry  is  common.  Subcranial 
nodes  and  nodes  in  the  cardiophrenic  angles  may 
also  be  seen.  It  is  important  to  examine  them 
specifically,  since  such  nodes  frequently  mas- 
quarade  as  “fat  pads”  and  may  be  overlooked 
during  a casual  examination  of  the  chest  roent- 
genogram. In  the  absence  of  detectable  medias- 
tinal lymph  node  involvement,  hilar  lymph  node 
enlargement  was  unusual  in  the  series  described 
by  Blank.  If  this  patient  has  no  mediastinal  lymph 
node  enlargement,  this  certainly  would  be  an  im- 
portant point  against  that  diagnosis.  Twelve  per 
cent  of  the  patients  in  this  series  had  associated 
parenchymal  disease  including  either  single  or 
multiple  nodules,  infiltrates,  and  diffuse  reticulo- 
nodular  disease.  Pleural  effusions  and  bone  in- 
volvement were  uncommon  during  the  initial 
stages  of  the  disease.  Although  most  patients  with 
lymphoma  have  clinical  signs  of  peripheral  lym- 
phadenopathy,  only  five  to  10  per  cent  reveal 
hilar  or  mediastinal  lymph  node  enlargement  in 
the  absence  of  superficial  lymph  node  enlarge- 
ment. Fhe  symptoms  seen  in  the  patient  are  all 
very  typical  of  lymphoma.  The  diagnosis  can 
occasionally  be  made  through  a brush  biopsy  at 
the  time  of  the  fiberoptic  bronchoscopy,'-^  and 
even  sputum  cytology  diagnostic  of  the  condition 
has  been  rej)orted.'  * 

Lymphoma  is  the  single  disease  which  best  ex- 
plains the  abnormalities  present  in  this  patient.  1 
would  have  recommended  a mediastinoscopy,  or 
possibly  a limited  thoracotomy.  I would  predict 
the  confirmation  of  a malignant  process. 

Doctor  Erickson’s  Diagnosis 

Lymj)homa 

Mediastinal  involvement 


Fig  1 . Malignant  lymphoma  histiocytic  type.  Note  clus- 
ters of  small  lymphocytes  in  lower  left  for  comparison. 

Pathological  Discussion 

George  F.  Meissner,  MD;*  At  mediastinoscopy,  a 
tumor  was  found  to  be  composed  predominantly 
of  large,  histiocyte-like  cells,  consistent  with 
malignant  lymphoma,  large  cell  type  (Fig  1).  A 
number  of  immunohistochemical  stains  were 
performed  on  paraffin-fixed  material  (keratin, 
carcinoembryonic  antigen,  alpha-fetoprotein, 
IgA,  IgG,  IgM,  albumin,  alpha- 1 -antitrypsin) 
and  revealed  no  marker  characteristic  of  a spe- 
cific cell  type.  No  fresh  material  was  available  for 
B and  T lymphocyte  typing.  A reticulum  stain 
was  equivocal  as  was  an  electron  microscopic 
study. 

The  patient  died  several  days  after  the  proce- 
dure in  cardiogenic  shock  suspicious  of  posterior 
wall  infarction.  The  autopsy  confirmed  the  pres- 
ence of  arteriosclerotic  cardiac  disease  with 
healed,  healing,  and  terminal  posterior  wall  in- 
farction. There  was  extensive  malignant  lymjjho- 
ma  involving  the  mediastinal  and  paraortic 
lymph  nodes  and  nearly  all  the  organs.  Multiple 
1-2  cm  nodules  of  tumor  were  present  in  the 
lungs,  spleen,  adrenal  glands,  kidneys,  ovaries, 
thyroid,  and  alimentary  tract.  A small  nodule  of 
lymphoma  was  found  ejticardially  at  the  caidiac 
ajDex.  Fhe  liver  was  free  of  tumor. 

Fhe  tumoi  cells  were  identical  in  all  sites  to  the 
biopsy  material.  Large  cell  lymj)homas,  although 
labeled  histiocytic  undei  the  Rappaport  classi- 
fication system,  rarely  aj)pear  as  truly  histiocytic 
in  oi  igin.  .Most  are  B lymjihocytes,  and  a few  are 
I lymj)hocytes.  Fhe  exact  origin  was,  howevei, 
not  deteiinined  in  this  case. 

Fhe  caicliac  involvement  was  incidental  and 

*l’atli<)loj;isl-in-(',liicl.  Rlio(tf  tslaiul  tiospilal 
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occurs  in  20  per  cent  of  patients  with  advanced 
malignant  lymphomas.’^  The  mechanism  of 
death,  however,  was  due  to  myocardial  infarc- 
tion. 

Pathological  Diagnosis 

Large  cell  “histiocytic”  lymphoma  with  exten- 
sive involvement  of  lymph  nodes,  spleen, 
lungs,  adrenal  glands,  kidnevs,  ovaries,  thy- 
roid, and  heart 

Arteriosclerotic  heart  disease  with  healing  and 
terminal  posterior  wall  infarction 
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593  Eddy  Street 

Proyidence,  Rhode  Island  02902 


SCHOOL’S  OUT 

BUT  THE  CHARM  AND  HISTORICAL  QUALITY  OF  THE  FORMER 
BLACKSTONE  SCHOOL  REMAIN  IN  THE  NEWLY-RESTORED 

WILLIAM  BLACKSTONE  MEDICAL  BUILDING 

Circa  1873 

Broad  St.,  Cumberland,  R.I. 

FOR  LEASE 
APRIL  OCCUPANCY 

Exposed  brick,  six-panel  Colonial  doors,  natural  wood  paddle  ceiling  fans  and 
brass  accents  create  an  atmosphere  for  medical  attention  unsurpassed  in  the 
area.  Painstaking  efforts  led  to  the  preserved  character  of  One  Hundred  years 
past  without  sacrificing  the  modem  necessities  so  essential  in  today’s  prime 
medical  offices. 

OTHER  FEATURES  INCLUDE: 

• Minutes  from  several  hospitals 

• Densely  populated  area  serviced  by  public  transportation 

• Across  from  large  housing  for  the  elderly  and  one  of  Rhode  Island's  leading  retail  stores. 

• Located  on  the  high-traffic  roadway  only  minutes  from  major  highways. 

• Suites  from  490  to  1900  Sq.  Ft. 

THE  WILLIAM  BLACKSTONE  MEDICAL  BUILDING  IS  THE  IDEAL  SETTING 
FOR  YOUR  SUCCESSFUL  PRACTICE,  CALL:  LORI  AT: 

(401)  333-9280 
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Clinical  Note 


Radiographic  Diagnosis  of 
Intramuscular  Lipoma 

Sidney  Pollack,  MD 
Alan  D.  Steinfeld,  MD 


A 68-year-old  woman  complained  of  the  sudden 
appearance  of  a swelling  on  the  central  surface  of 
her  right  forearm.  Eleven  years  earlier  a hys- 
terectomy for  a carcinoma  of  the  endometrium 
had  been  performed.  Seven  years  after  surgery, 
the  tumor  recurred  in  the  vagina  and  was  success- 
fully treated  with  radiation. 

A lateral  xerogram  revealed  an  elliptical,  low 
density  lesion,  approximately  4 cm  in  length, 
deep  in  the  anterior  soft  tissues  of  the  right  fore- 
arm (Fig  1).  There  was  concomitant  swelling  of 
the  overlying  soft  tissues. 

Based  on  the  radiographic  findings,  a diagno- 
sis of  intramuscular  lipoma  was  made.  Concern 
over  the  possible  metastasis  of  the  tumor  led  to  an 
excisional  biopsy.  Histological  examination  of  the 
specimen  showed  a typical  lipoma. 


Fig  1 . Lateral  xerogram  of  right  forearm.  Note  low  densi- 
ty, deep  seated  mass. 


Discussion 

If  the  tumor  is  superficial  and  located  in  such 
typical  locations  as  the  trunk,  neck,  or  proximal 
portions  of  the  extremities,  the  diagnosis  of  lipo- 
ma can  generally  be  made  on  clinical  grounds.  In 
approximately  10  per  cent  of  cases,  lipomata  are 
at  or  distal  to  the  elbow  and  in  only  one  per  cent 
do  they  lie  deep  within  the  body.'  When  a deep- 
seated  lipoma  is  suspected,  or  when  there  is  cause 
to  suspect  another  etiology  for  a mass  in  the  ex- 
tremity, radiographic  confirmation  may  be  desir- 
able. Xeroradiography  provides  an  excellent 
means  for  evaluating  these  tumors. 


Sidney  Pollack,  MD,  Department  of  Radiology,  Rhode 
Island  Hospital,  Providence,  Rhode  Island. 

Alan  I).  Steinfeld,  MD,  Department  of  Radiation 
Oncology,  Rhode  Island  Hospital;  Assistant  Professor 
of  Radiation  Medicine,  Brown  University  Program  in 
Medicine,  Providence,  Rhode  Island. 


The  typical  lipoma  is  a subcutaneous  collection 
of  fibroadipose  tissue  which  may  or  may  not  be 
encapsulated.  Paget  first  described  such  a lesion 
in  1853."^  The  tumors  may  be  inter-  or  intra- 
muscular and  present  as  a fixed,  soft  tissue  mass. 
On  histological  examination,  a predominance  of 
blood  vessels  and  connective  tissue  may  lead  to 
the  diagnosis  of  infiltrating  intramuscular 
lipoma.^’  Such  tumors  do  not  undergo  malig- 
nant transformation  but  can  recur  locally  if  not 
completely  excised. 

A radiological  assessment  can  obviate  the  need 
for  surgery.  If,  as  in  this  patient,  the  clinical  situa- 
tion makes  histologic  confirmation  necessary,  the 
extent  of  the  lesion  can  be  confirmed  prior  to 
surgery  by  radiographic  examination.  Chew  and 
colleagues  describe  10  patients  with  intramuscu- 
lar lipoma  where  the  preoperative  radiographic 
evaluation  consisted  of  j)lain  radiography,  xero- 
radiography, bone  scintigra})hy,  angiography, 
comj)uted  tomographv,  and  sonograj)hy.  It  was 
found  that  although  plain  radiography,  xero- 
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radiography,  and  bone  scintigraphy  may  l)e  uti- 
lized to  detect  or  exclude  bone  in\ olvenient,  these 
modalities  do  not  provide  anatomic  delineation. 
While  angiograjihy  reveals  the  vascular  anatomy, 
these  tumors  can  extend  beyond  their  vascidar 
supply.  Chew  concludes  that  computed  tomogra- 
phy provides  the  most  efficacious  means  of  defin- 
ing the  anatomic  extent  of  these  lesions.'’ 

Ness  and  colleagues  used  xerography  in  the 
evaluation  of  67  patients  with  lij)oblastic  tumors 
of  the  soft  tissue.  Included  were  18  cases  of  lipo- 
sarcoma,  37  cases  of  lipoma,  and  12  “mixed”  cases 
of  fibi'olipomas  and  reticidar  lipoma,  fn  this 
series,  xeroradiography  iinjjroved  the  visibility  of 
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soft  tissues  over  f ilm  radiograjjhv  in  20  out  of  the 
23  cases  in  which  both  modalities  were  used.  On 
xerographic  examination,  lipomas  were  found  to 
be  radiolucent,  rounded,  or  regular  masses. 
Liposarcomas,  in  contrast,  were  radiopaque, 
irregular,  and  infiltrative  lesions.*’ 

Conclusion 

Deep-seated,  apparently  fixed  masses  can  be 
evaluated  quickly  and  accurately  with  xerora- 
diography. The  f inding  of  a rounded,  regular, 
radiolucent  mass  with  fat  density,  as  in  this  case, 
strongly  suggests  a deep-seated  or  infiltrating 
lipoma. 
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Rhode  Island  Health  Plan 
Implementation  Priorities 

Care  in  Rhode  Island 


A Mutual  Commitment  to  Improve  Health 
Should  Be  Our  Goal 


Joseph  E.  Caruolo,  MD 
Beverly  E.  Freedman,  MEd 
William  J.  Waters,  PhD 


The  National  Health  Planning  and  Resources 
Development  Act  of  1974  (PL  93-641)  mandated 
a framework  for  the  process  of  health  planning 
with  each  state.  The  law  requires  participation  by 
the  public  as  part  of  the  process.'  In  Rhode  Is- 
land, the  Statewide  Health  Coordinating  Council 
(SHCC),  which  includes  30  volunteer  consumers 
and  providers  of  health  care  appointed  by  the 
governor,  serves  as  the  medium  of  the  health 
planning  effort.  Working  through  a public 
forum,  the  SHCC  evaluates  and  plans  for  the 
health  care  needs  of  the  state,  monitors  and  re- 
sponds to  rising  health  care  costs,  and  works  to 
improve  the  delivery  of  services. 

The  process  of  health  planning  imjDlies  recog- 
nition of  the  fact  that  the  current  allocation  of 
resources  does  not  always  reflect  national  and 
local  priorities,  fhrough  the  deveU^j^ment  of  the 
state  health  plan,  this  allocation  is  carefully  re- 
viewed. 


Joseph  E.  Carulo,  MI),  is  a surgeon  in  private  practice 
in  Providence,  Rhode  Island.  He  currently  ser~ves  as 
Chairman,  Statewide  Health  Coordinating  Council, 
and  was  president  of  the  Rhode  Island  Medical  Society 
during  I97S-79. 

lieverly  E.  Ereedman,  MEd,  Health  Planning  Coordi- 
nator, Rhode  Island  Department  of  Health,  Provi- 
dence. She  is  responsible  for  providing  administrative 
support  to  the  Statewide  Health  Coordinating  Council. 

William  J.  Waters,  Phi),  .\s.si.stant  Director  for  Health 
Policy,  Rhode  Island  Department  of  Health,  Provi- 
dence. 


Development  of  the  State  Health  Plan 

Development  of  the  second  state  health  plan  was 
initiated  in  September  1980.  At  that  time,  input 
was  solicited  from  the  general  public,  including 
some  188  “consultant  organizations”  which  were 
selected  because  of  their  interest  or  expertise  in 
areas  related  to  the  plan.  During  the  next  two 
years,  the  Council  worked  to  develop  a draft 
document.  While  the  plan  was  being  developed, 
the  first  30  minutes  of  each  Council  meeting  were 
devoted  to  public  testimony.  Written  comments 
also  were  welcome. 

In  November  1982,  the  Council  tentatively 
approved  the  second  state  health  plan.  The  draft 
was  the  subject  of  public  hearings  in  Providence, 
North  Kingstown,  and  Woonsocket.  Many  of  the 
recommendations  made  (hiring  the  hearings 
were  included  during  the  revision  process,  and  in 
January  1983  the  final  document  was  forwarded 
to  the  governor  for  his  review.  After  gubernato- 
rial a])proval  was  received  two  months  later,  the 
document  was  forwarded  to  the  US  Department 
of  Health  and  Human  Services."^ 

The  o\erall  purpose  of  the  plan  is  to  develop  a 
reasonable,  affordable  strategy  for  funding  both 
existing  and  proposed  health  services,  agencies, 
and  programs.  Lo  acconqilish  this  goal,  the  jilan 
attenqns  to  restrain  the  rate  of  cost  increases  for 
inj)atient  and  nursing  home  utilization  so  that  the 
public  can  af  ford  to  imest  proportionately  more 
health  dollars  in  preventi\e  set  vices  and  in  such 
treatment  alternati\es  as  j)iimary  cate,  commu- 
nity mental  health  ser\  ices,  home  care,  day  care, 
and  hosjiice  cate.  I he  jtlan  also  enijihasizes  the 
importance  of  providing  more  information  to 
consumers  on  the  appiopriate  utilization  and 
costs  of  health  (are  serx  ices.  Bv  seeking  ( h.mges 
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Table  1.  — Rhode  Island  State  Health  Plan; 

Health  System  Interventions 

STRATEGY 

ACTION 

Community  health  prevention 
programs 

Penalties  for  drinking  and  driving 
Mandatory  seat  belt  use 

Avoid  cigarette  and  alcoholic  beverage  advertisements  directed  to 
children 

Occupational  disease  studies 

Create  financial  incentives  to  promote 
healthier  behavior 

Raise  excise  taxes  on  cigarette  and  alcoholic  beverages 
Lower  insurance  premiums  for  nonsmokers 

Health  information  and  education 

School  health  education 
Coordinate  health  behavior  information 
Worksite  health  promotion  programs 

Patient  education  and  self  care 

Patient  education  in  hospitals 
Promote  self  care 

Improve  patient  and  consumer 
information 

Provide  copies  of  hospital  bills  to  patients  and  physicians 

Merge  hospital  charge  and  utilization  data 

Provide  the  public  with  valid  comparisons  of  hospital  quality 

Publish  information  on  variation  in  hospital  use  by  place  of  residence 

Information  about  practices  of  physicians 

Physician  acceptance  of  insurance  reimbursement 

Balance  supply  of  acute  care  services 
with  need 

Surgical  waiting  lists  and  ambulatory  surgery 

Study  emergency  room  utilization 

Balance  supply  of  acute  care  services  with  need 

Promote  integrated  systems  of  care 

Promote  better  integrated  utilization  review  programs 

Promote  regionalized  perinatal  health  network 

Reduce  unnecessary  long-term 
institutionalization 

Match  supply  of  nursing  home  beds  with  requirements 
Preadmission  screening  of  applicants  to  nursing  homes 
Create  a social/health  maintenance  organization 

Rationalize  reimbursement  practices 

Raise  fees  for  unspecialized  services 
Limit  hospital  capital  expenditures 
Pay  real  hospital  costs 

Prospective  reimbursement  program  to  attain  plan  goals 
Include  Medicare  in  prospective  reimbursement 
Develop  protocols  for  certain  surgical  procedures 
Study  copayments  for  hospital  care 
Educate  physicians  about  costs  of  care 

Appropriate  integration  of  community 
health  services 

Plan  service  integration 

Fund  integrated  community  mental  health  and  substance  abuse  services 
Attend  to  immediate  problems  of  constituent  agencies 
Develop  health  centers  plan 

Expand  scope  and  depth  of  health 
insurance  coverage 

Insure  preventive  services  and  alternatives  to  institutionalization 

Increase  the  accessibility  and 
continuity  of  health  insurance 

Offer  employees  group  plan  insurance 

Balance  health  manpower  supplies 
and  requirements 

Focus  state  support  for  medical  education  on  needed  specialties 
Encourage  labor  force  participation  of  nurses 
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in  the  reimbursement  system,  the  plan  attempts 
to  reward  ef  fective  and  efficient  ser\  ice  delivery. 

It  is  the  goal  of  health  planners  not  only  to 
develop  a technically  feasible  plan,  but  also  one 
that  is  credible,  practical,  and  appropriate  for  the 
community.  These  characteristics  of  the  plan  are 
essential  to  its  next  phase,  implementation  of  rec- 
ommendations. 

Plan  Implementation  Priorities 

In  addition  to  the  mandate  to  develop  a state 
health  plan,  a critical  responsibility  for  imple- 
mentation also  exists.  While  successful  imple- 
mentation depencfs  on  the  voluntary  commit- 
ment of  the  community,  the  Statewide  Health 
Coordinating  Council,  as  the  author  of  the  plan, 
bears  considerable  responsibility  for  its  imple- 
mentation. 

Because  of  the  voluntary  nature  of  the  SHCC 
and  its  limited  resources,  it  could  not  work  active- 
ly to  implement  all  of  the  the  42  actions  recom- 
mended by  the  state  health  plan  (Table  1).  The 
Council  voted  to  select  five  recommendations  as 
high  priority  items  for  its  direct  and  active  in- 
volvement. 

To  aid  in  its  selection  of  the  five  implementa- 
tion priorities,  the  SHCC  conducted  a commu- 
nity survey  of  the  188  consultant  organizations, 
each  of  which  was  requested  to  select  its  most 
important  five  priorities  from  Table  1.  Sixty- 
eight  organizations,  or  36  per  cent,  responded, 
including  such  key  groups  as  the  Rhode  Island 
Medical  Society,  Hospital  Association  of  Rhode 
Island,  various  state  departments,  and  commu- 
nity hospitals.  The  Council  members  reviewed 
these  survey  results  during  the  selection  process. 

To  select  the  five  implementation  targets, 
SHCC  members  participated  in  a priority-setting 
process  known  as  the  “nominal  group 
technique.”'^  The  process  consisted  of  two  stages. 
During  the  first  stage,  each  Ciouncil  member  was 
asked  to  select  the  one  implementation  ste})  re- 
garded as  the  most  significant  of  the  42  recom- 
mendations. fhese  were  conijiiled  and  used  as 
the  basis  for  the  next  stage.  Each  member  was 
then  asked  to  select  five  implementation  jiriori- 
ties  f rom  the  list  generated  during  the  initial  stage 
( fable  2). 

fhrough  the  process,  the  Ciouncil  selected  five 
items  to  address  actively  during  the  next  year: 
promote  school  health  education;  promote  self-care;  ba- 
lance the  supply  of  acute  care  services  with  their  need; 
promote  integrated  systems  of  care;  and  insure  preven- 
tive sennces  and  alternatives  to  institutionalization. 

I he  recommendation  on  school  health  educa- 


Table  2.  — Results  of  the  Nominal  Group  Technique: 
First  Round  Selection  by  SHCC  Members 
of  Implementation  Priorities 


— Occupational  disease  studies 
— School  health  education 
— Worksite  health  promotion  program 
— Patient  education  in  hospitals 
— Promote  self  care 

— Provide  public  with  valid  comparisons  of  hospital  quality 
— Balance  supply  of  acute  care  services  with  need 
— Promote  integrated  systems  of  care  (ie,  HMOs  and  net- 
works) 

— Limit  hospital  capital  expenditures 
— Fund  integrated  community  mental  health  and  substance 
abuse  services 

— Develop  protocols  for  certain  surgical  procedures 
— Insure  preventive  services  and  alternatives  to  institution- 
alization 

— Focus  state  support  for  medical  school  education  on 
needed  specialties 


tion  calls  for  a comprehensive  school  health 
education  program  for  grades  kindergarten 
through  twelve  for  all  Rhode  Island  schools,  as 
originally  proposed  in  a report  of  the  State 
Health  Education  Study  Committee.'^  It  was  sug- 
gested that  the  Center  for  School  Health  Educa- 
tion, based  within  the  Department  of  Education, 
should  foster  this  effort,  primarily  by  providing 
assistance  of  methods  and  materials  to  the  local 
school  districts.^ 

The  concept  of  self-care,  within  the  context  of 
the  state  health  plan,  does  not  emphasize  self- 
diagnosis  and  treatment.  Instead,  it  focuses  on 
expanding  the  ability  of  the  consumer  to  use  the 
health  care  system  more  effectively.  The  recom- 
mendation also  calls  for  the  evaluation  and  dis- 
tribution of  materials  to  promote  the  rational  uti- 
lization of  existing  resources.^ 

As  for  the  third  priority,  the  supply  and  de- 
mand for  acute  care  services,  the  plan  recom- 
mends that  the  supply  of  acute  care  hospital  beds 
should  correspond  to  the  objective  medical  re- 
quirements of  the  state  and  stresses  the  impoi- 
tance  of  developing  alternate  community-based 
services  in  both  acute  and  long-term  care 
systems.'*^  *p 

The  fourth  recommendation,  integrated  sys- 
tems of  care,  involves  encouragement  ol  con- 
tinuous and  cost-effect ive  delivery  of  health  ser- 
vices by  promoting  such  integrated  systems  of 
care  as  health  maintenance  organizations  and  re- 
gional health  seivice  networks.  The  j)lan  advo- 
cates the  develojjment  of  a pilot  piogram  to  eval- 
uate the  effectiveness  of  a regional  health  service 
network  for  a tai  get  population  and  recommends 
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that  the  Department  of  Social  and  Rehaltilitative 
Ser\  ices  expand  the  miinber  of  Medicaid  recip- 
ients who  are  enrolled  in  HMC)s.“ 

In  the  final  implementation  priority,  preven- 
tive services  and  alternatives  to  institutionaliza- 
tion, it  is  recommended  that  all  third-party 
payers  expand  their  basic  health  insurance  plans 
to  cover  such  preventive  services  and  alternatives 
to  institutional  care  as  outpatient  mental  health 
services,  home  health  services,  adult  day  care, 
hospice  treatment,  and  day  hospital  care  for  the 
elderly.  The  controlled  and  prudent  introduc- 
tion of  cost-effective  benefit  jxickages  is  also 
encouraged." 

Implementation  Process 

fo  address  these  priority  recommendations 
effectively,  the  C-ouncil  decided  to  establish  five 
task  forces.  Each  SHCX:  member  was  assigned  to 
a task  force.  Ehe  task  forces  will  f unction  for  one 
year,  with  the  final  report  from  each  group  due 
by  June  30.  While  the  voting  membership  of  each 
task  force  will  consist  of  the  appointed  SHCC 
members,  non-voting  “consultants”  will  be  asked 
to  serve,  allowing  the  Council  to  benefit  from 
existing  expel  tise  and  experience  within  the  com- 
munitv. 

Eacli  task  force  will  select  implementation 
strategies  consistent  with  the  nature  of  the  prior- 
ity statement.  Potential  roles  for  the  task  forces 
include  those  of  convener,  catalyst,  community 
organizer,  advocate,  drafter  of  legislation,  j)ro- 
vider  of  information,  lobbyist,  and  so  forth.  After 
review  bv  the  SHCC  Implementation  Committee, 
the  strategies  developed  by  the  task  force  will  be 
submitted  to  the  full  C-ouncil  for  approval. 

Summary 

I he  true  test  of  good  planning  is  its  implementa- 
tion. I he  Ciouncil  is  aware  of  this  fact,  and  it  has 
initiated,  carried  out,  and  evaluated  the  first  im- 


plementation cycle  following  adoption  of  the  first 
state  health  plan  in  1980  and  the  annual  imple- 
mentation plan  in  1981.  Although  less  focused 
than  the  current  implementation  cycle,  these  first 
efforts  proved  to  be  significant,  often  affecting 
the  health  care  system  in  positive  ways.  The  re- 
cent evaluation  of  implementation  initiatives,  in 
fact,  reviews  the  progress  in  each  category  recom- 
mended by  the  Council.  The  report  concludes 
that,  as  a result  of  both  SHCC  and  community- 
wide  activities,  much  constructive  change  has 
occurred.’’ 

During  the  cut  rent  implementation  cycle,  the 
SHCX^  again  expects  to  work  closely  with  the  com- 
munity, especially  on  the  five  selected  priorities. 
At  the  same  time,  the  C>ouncil  will  also  seek  ways 
to  implement  the  remaining  actions  in  the  health 
plan. 

Planning  is  the  first  and,  in  many  ways,  the 
easiest  step.  The  SHCC  seeks  the  assistance  from 
the  community  to  assure  that  the  state  health  plan 
does  not  lie  dormant.  Our  mutual  commitment  to 
improve  health  care  in  Rhode  Island  should  be 
our  guide  as  we  address  implementation  of  the 
health  jjlan. 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1 984 

to  be  awarded  for  an  original  contribution  on 

"A  Current  Technological  Innovation 
and  Its  Impact  on  Medicine” 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descen- 
dant of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1984  Fiske  Prize  will  be  a maximum  of  S2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1984  to  Marion 
Sabella,  Secretary,  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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American  Medical  Women’s  Association,  Rhode  Island  Chapter 

Invites  the  Medicai  Community  to  Its 
Annual  Medical  Symposium 


BREAST  RECONSTRUCTION 


G.  Patrick  Maxwell,  MD 
Assistant  Clinical  Professor  of  Plastic  Surgery 
Vanderbilt  University 

Armand  D.  Versaci,  MD 

Clinical  Professor  of  Plastic  and  Reconstructive  Surgery 
Brown  University 


Approved:  2 CME  credits,  Category  1 AMA  Physicians’  Recognition  Award 


Speakers 


Providence,  Marriott  Inn 
Thursday,  May  3,  1984 
Buffet  Supper  6:00  pm 
Program  7:30  pm 


ST.  JOSEPH  HOSPITAL 


EFFICIENT  PRIVATE 
EMERGENCY  ROOM 
PAWTUCKET  AREA 


OBSTETRICIANS 

NEEDED 


Good  Patient  Census 


25  per  cent  or  more  shares 
available  for  sale 


For  further  information: 

West  Bay  Medical  Associates 
1370  Cranston  Street 
Cranston,  Rhode  Island  02920 


For  in-house,  on-call  weeknight  ser- 
vices, 5 pm-8  am,  as  well  as  24-hour 
shifts  on  weekends  and  holidays.  Pri- 
vate sleeping  accommodations. 


Call  401/456-4080  for  further  In- 
formation. 


FAMILY  INTERNAL  MEDICINE 


ASSISTANCE  NEEDED  IN 
ESTABLISHED 
PRACTICE 


• Wakefield,  Rhode  Island 

• Flexible  hours 


For  additional  information; 
Write  Box  M 

Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  Rhode  Island  02903 


BANNISTER  NURSING 
CARE  CENTER 


A non-profit  facility  established  in  1890 

Immediate  openings  have  been  created 
to  expand  our  medical  staff.  Qualified 
physicians  are  invited  to  visit  our  facility 
and  join  our  team.  Your  inquiry  should  be 
directed  to: 

Mr.  Richard  E.  Miller 
Administrator 
135  Dodge  Street 
Providence,  Rhode  Island  02907 

401  274-3220 


CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  counn^'  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
nence  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  serv'ice  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Resetv'e  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuiry  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


CALL  COLLECT  OR  USE  THE  COUPON  AT  RIGHT;  (203)  525-2616 

AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 
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MED-TEMPS,  INC. 

1429  Warwick  Avenue 
Warwick,  Rl  02888 
401/463-7230 

Qualified  Temporary  Medical 
Office  Personnel 

Assistants  Transcriptionists 

Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/463-7230 


INVESTMENT 

OPPORTUNITIES 

North  Kingstown:  44  Prime  Acres 
Pawtuxet  Cove:  Waterview  Condos 
West  Warwick:  Main  Street  — Home  — Office 
Warwick:  Auto  Body  Shop  adjacent  to  expanding 
Meadowbrook  Shopping  Center 
Warwick:  Near  Kent  County  Hospital  8-10  single 
offices,  1700  square  feet 


FOR  LEASE 

Post  Road  near  Airport 
New  Building,  2500  square  feet 


J.WRIKER 

HEAL  ESTATE 

MLS- REALTORS 
401-884-8050/739-0222 


Have  You  Heard?  . . . 

{Continued from  page  121) 


The  Surgical  Products  Division  of  the  3M  Com- 
pany recently  introduced  a series  of  convenient, 
easy-to-use  plastic  drapes  for  operating  micro- 
scopes. Steri-Drape  Microscope  Drapes®  are 
available  in  seven  styles  to  fit  most  microscopes 
used  in  the  operating  theater.  A Mayo  stand  fold 
and  printed  step-by-step  application  directions 
allow  for  ease  of  use  without  compromising  ster- 
ile conditions.  Adhesive  patches  permit  excess 
material  to  be  secured. 

• • • 

Brentwood  Instruments,  a C/alifornia  distributor 
of  cardiac  instruments,  has  introduced  an  auto- 
matic electrocardiograph  system  which  is  “no  big- 
ger than  a textbook  and  weighs  less  than  four 
pounds.”  riie  Cardimax  FX-102®  operates  from 
either  standard  power  or  a rechargeable  power 
pack.  Operation  is  by  touch-sensitive  key  pads 
which  calibrate  the  system,  position  the  stylus, 
adjust  the  sensitivity,  and  automatically  switch 
through  a 12-lead  examination.  The  recording 
length  for  each  lead  is  selectable,  from  one  to  ten 
seconds  per  lead. 

• • • 

While  most  Americans  have  access  to  a regular 
source  of  general  medical  care,  more  than  28 
million  persons,  or  12  percent,  reported  difficul- 
ties in  obtaining  necessarv  medical  treatment, 
according  to  a study  recentlv  released  by  the 
Robert  Wood  Johnson  Foundation.  Moreover, 
most  Americans  see  themselves  as  “healthy,”  but 
more  than  one-third  believe  that  the  delivery  sys- 
tem itself  is  “sick.” 

Fhe  report,  based  on  a 1982  survey  of  6,600 
households,  suggests  that  the  trend  of  improved 
access  to  basic  medical  care  has  continued  since  a 
previous  national  study  in  1976.  The  rates  of 
physician  visits  and  hospital  admissions  have  in- 
creased substantiallv  for  low-income  Americans, 
especially  since  the  introduction  of  Medicare  and 
Medicaid  in  1965.  Fi\e  population  groups, 
however,  continue  to  have  the  greatest  problems 
in  obtaining  medical  care;  the  poor,  the  unin- 
sured, and  those  in  families  where  the  head  of  the 
household  is  unemploved,  not  in  the  labor  force, 
or  did  not  graduate  from  high  school.  One  mil- 
lion families  reported  that  at  least  one  member 
was  refused  care  last  vear  for  financial  reasons, 
including  members  of  some  208,000  uninsured 
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families.  On  many  indices  of  access  to  medical 
care,  the  study  concludes  that  black  Americans 
are  “worse  off  than  the  national  averages.”  They 
are  significantly  more  dissatisfied  with  manage- 
ment of  medical  emergencies,  and  they  rate  their 
own  health  status  less  favorably  than  do  whites  in 
comparable  income  and  age  categories.  In  addi- 
tion, nearly  20  per  cent  of  Hispanic  adults  rate 
themselves  as  “being  in  serious  trouble”  using  an 
index  of  health  status  indicators. 

• • • 

A new  pediatric  hospital  in  \'ancouver,  British 
Columbia  uses  teddy  bears  to  show  its  small  j)a- 
tients  what  will  happen  during  nuclear  imaging 
diagnostic  procedures.  Children’s  Hospital,  cur- 
rently the  only  pediatric  facility  in  the  Canadian 
province,  serves  as  a referral  center,  and  its  pa- 
tients often  are  transpcjrted  by  plane  from  their 
homes.  Parents  are  encouraged  to  remain  with 
their  children  during  the  radiological  examina- 
tion. Either  a physician  or  a technician  outlines 
the  planned  procedure  to  the  parents,  who  in 
turn  explain  it  to  the  young  patient.  The  teddy 
bear  is  used  to  demonstrate  how  the  mounted 
camera  works.  Before  the  hospital  opened  in  July 
1983,  pediatric  patients  were  sent  to  \'ancouver 
General  Hospital  for  diagnostic  imaging  proce- 
dures. 


• • • 

Diagnostic  criteria  now  utilized  to  identify  schiz- 
ophrenic patients  show  a high  degree  of  diagnos- 
tic consistency  over  many  years,  according  to  a 
report  in  the  December  1983  issue  of  Archives  of 
General  Psychiatry.  Researchers  at  the  Washington 
University  (.St.  Louis)  Psychiatry  (ilinic,  in  a study 
of  500  patients  over  a 14-year  period,  also  found 
that  the  criteria  select  cases  with  a marked  excess 
of  probable  schizophrenia  among  their  relatives. 

• • • 

Men  with  an  extra  male  factor  in  their  genetic 
code  are  not  necessarily  destined  to  be  more 
aggressive  than  males  with  normal  codes,  accord- 
ing to  a rej)ort  in  the  January  1984  issue  of  4r- 
chives  of  General  Psychiatty.  1 his  finding,  based  on 
a controlled  study  of  nearly  4,000  men,  conflicts 
with  studies  of  incarcerated  men  which  show  that 
males  j)ossessing  an  additional  \ chromosome 
display  a greater  j)redispositioti  to  violence.  Re- 
searchers from  the  .Mount  .Sinai  .S( Tool  of  Medi- 
cine in  New  5’ork  coiu  hided  that , while  a posit i\e 
correlation  between  testosterone  levels  in  men 
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CoaI  Pnawdence 


FOR  SALE 

Four  Examination 
(or  Consultation)  Rooms 

Waiting  Room 

Business  Office 
Lavette  — Mini- Laboratory 

Gene  Nelson  Brokers  Protected 

421-8115 


BroadMed  Medical  Building 

Physician  Suites  Available 
Two  blocks  from  St.  Joseph  Hospital 

557  Broad  Street 
Providence,  Rhode  Island 
02907 


Rhode  Island’s  newest  and  most  advanced 
medical  building;  ample  parking;  complete 
security  system;  full  x-ray,  ultrasound, 
pharmacy,  and  laboratory  services;  multi- 
lingual receptionists;  computer  facilities. 

For  more  information  call  401/331-7555 


Invest  your  time  . . . before 
you  invest  your  money. 


Now  you  can  benefit  from  the  valuable  knowl- 
edge and  experience  Tucker  Anthony  & R.  L. 
Dav,  Inc.  has  to  offer  on  a wide  variety  of  finan- 
cial services. 

As  a regional  firm,  we  are  responsive  to  your 
needs.  As  a full  service  investment  firm,  we  can 
just  as  easily  offer  you  the  most  comprehensive 
and  current  services  anvwhere. 

Take  advantage  of  this  opportunity  to  have 
your  questions  answered,  free  of  charge.  Take 
the  first  step,  the  best  step,  toward  achieving 
your  financial  objectives. 


TUCKER  ANTHONY 

INC.  A JOHN  HANCOCK  COMPANY 

Tucker  Anthony  & R.  L.  Day,  Inc. 
1610  Hospital  Trust  Tower 
Providence,  R.I.  02903 
(401)  456-1900 


Please  send  me  information  on  the  following; 

□ Mufual  Funds  □ Annuifies  □ Municipal  Trusts 

□ Tucker  Anthony  □ Real  Estate  Investments 

And,  please  contact  me.  I do  have  questions  for  fhe  Tucker 
Anfhony  professionals. 


Name 


Address  

Cifv  State Zip  Code 

Home  # Business  # 


and  criminal  behavior  exists,  there  is  no  evidence 
that  “the  hormone  is  a mediating  factor  in  crimi- 
nal behavior”  of  men  with  an  extra  chromosome. 

• • • 

Health  Information  Systems,  Inc.  (HIS),  a sup- 
plier of  computerized  software  for  physicians 
and  hospitals,  has  announced  the  development  of 
its  Materials  Management  System,®  a software 
package  for  the  accurate  and  efficient  tracking  of 
inventory  items.  The  new  software  is  designed 
for  use  on  IBM  mainf  rame  computers  and  is  fully 
integrated  with  such  other  systems  as  the  HIS 
Accounts  Payable  and  General  Ledger.  The  new 
program  is  intended  to  help  hospitals  utilize  sup- 
plies more  effecti\  ely  by  permitting  the  creating, 
editing,  and  canceling  of  purchase  orders  and  the 
tracking  of  all  inventory  items. 

• • • 

Accidents  are  the  major  cause  of  deaths  in  chil- 
dren, one  to  14  years  old,  with  fires,  suffocation, 
and  drowning  as  the  primary  factors.  The  Janu- 
ary 1 984  issue  of  the  American  Journal  of  Diseases  of 
Children  presents  an  overview  of  such  causes  of 
childhood  accidents  as  burns,  strangulation  and 
asphyxiation,  drowning,  falls,  firearms,  poison- 
ing, and  unsafe  toys,  and  considers  what  parents 
can  do  to  prevent  accidents.  Such  passive  mea- 
sures as  child-resistant  drug  packaging  apparent- 
ly are  more  effective  in  preventing  injuries  than 
safety  education  programs. 

• • • 

Many  studies  of  antibiotic  therapy  that  physicians 
depend  on  for  clinical  guidance  are  so  poorly 
performed  that  their  value  may  be  questionable, 
according  to  a report  in  the  January  1984  issue  of 
Archives  of  Surgery.  British  researchers  found  that 
as  many  as  40  to  45  studies  under  review  con- 
tained serious  deficiencies  in  one  or  more  areas, 
including  defects  in  design,  ethical  errors,  in- 
appropriate statistical  analysis,  and  misleading 
presentation  of  data. 

• • • 

According  to  a paper  in  the  December  1983  Ar- 
chives of  Surgeiy,  radionuclide  angiography  is  a 
highly  sensitive  methcjd  for  determining  heart 
function  following  blunt  chest  injuries,  such  as 
those  sustained  in  automobile  accidents.  In  a 
prospective  study  of  35  patients.  Doctor  Daniel  P. 
Harley  of  the  Los  Angeles  County  Harbor/LICLA 
Medical  Center  found  that  electrocardiogram 
abnormalities  were  detected  in  eight  patients 
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while  radionuclide  angiography  abnormalities 
were  seen  in  26  patients.  The  researchers  call  for 
further  study  to  evaluate  the  long-term  care 
prognosis  of  such  patients. 

• • • 

The  use  of  antibiotics  as  animal  feed  additives 
does  not  pose  a threat  to  human  health,  accord- 
ing to  a recent  report  from  the  American  Council 
on  Science  and  Health.  Moreover,  the  indepen- 
dent national  scientific  organization  concluded 
that  consumers  would  pay  substantially  more  for 
meat  and  poultry  if  the  use  of  antibiotics  in  live- 
stock and  poultry  feeds  were  prohibited.  While 
low  doses  of  antibiotics  have  been  added  to  ani- 
mal feeds  for  more  than  30  years,  apparently  with 
no  reported  human  health  problems,  the  Food 
and  Drug  Administration  (FDA)  recently  pro- 
posed banning  most  uses  of  penicillin  and  tet- 
racycline for  this  purpose.  Congress  has  prohib- 
ited action  by  the  FDA,  however,  pending  the 
accumulation  of  additional  scientific  evidence 
against  the  practice.  The  Council  has  recom- 
mended that  the  health  impact  of  the  use  of  anti- 
biotics in  animal  agriculture  be  subject  to  periodic 


reevaluation  to  “determine  if  conditions  have 
changed  which  might  lead  to  a significant  hazard 
in  the  future.” 

• • • 

According  to  a report  in  the  January  1984  issue  of 
the  American  Journal  of  Diseases  of  Children,  chil- 
dren who  undergo  continuous  ambulatory  peri- 
toneal dialysis  (CAPD)  for  kidney  failure  grow  as 
fast  as  children  being  treated  with  hemodiahsis. 
Children  on  CAPD  also  demonstrated  improve- 
ment of  renal  osteodystrophy,  a spectrum  of 
abnormalities  of  bone  growth  associated  with 
chronic  kidney  disease,  when  compared  to  chil- 
dren on  hemodialysis.  Researchers  at  the  Uni- 
versity of  Florida  College  of  Medicine  report  that 
the  factors  responsible  for  the  growth  retardation 
of  children  treated  with  hemodialysis  remain 
speculative. 

• • • 

The  Secjuoia-Turner  Corporation,  a California- 
based  manufacturer  of  laboratory  instruments, 
recently  introduced  a compact,  ionselective  elec- 
trode analyzer  which  measures  potassium  in  less 
than  30  seconds. 
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The  early  years.. .the  middle  years.. .the  later  years... 


it’s  never  too  soon  or  too  late 
to  practice  good  health  habits. 

Exercise  regularly,  eat  right, 
manage  stress,  don’t  smoke, 
use  alcohol  only  in  moderation, 
get  adequate  sleep. 

You  can  bet  your  life  that  total  fitness 
— physical  and  mental  — 
pays  off. 

To  find  out  how  you  can 

make  good  health  a habit  and  Shape  Up  for  Life, 
write  for  free  pamphlets  from 
the  AMA  Auxiliary, 

535  N.  Dearborn  St., 

Chicago,  IL  60610. 

This  message  is  presented  in  the  interests  of  your  good  health  by 
the  American  Medical  Association  Auxiliary,  Inc. 
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easy  to  tate 


Keflex 

cephaloxin 


Additional  information  available 
to  the  profession  on  request. 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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1984  CME  Cruise/Conferences 
on  Legal-Medical 
Issues 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  SuHolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12/31  80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  PL  94  445.  effective  1/1  77.  with 
the  exception  of  the  Hawaiian  Conference  which  conforms  to 
the  requirements  of  P L 97  424 


January  7 18  (from  Ft 
Lauderdale.  FL) 

1 1 Day  Caribbean 

April  14-21  (from  Los 
Angeles.  CAI 
7 Day  Mexican  Riviera 

May  19  26  (from 
Honolulu.  HI) 

7 Day  Hawaiian 


June  30  July  14  (from 
San  Francisco.  CA) 

14  Day  Alaskan 

July  25  Aug  4 (from  Ft 
Lauderdale.  FLI 
10  Day  Caribbean 

Aug  1 125  (from 
Venice.  Italy) 

14  Day  Mediterranean 


*FLY  ROUNDTRIPFREE 

EXCELLENT  GROUP  FARES  FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
For  color  brochure  I 189  Lodge  Ave. 

and  additional  I Huntington  Station,  N Y.  11746 
information  contact  ! Phone  (516)  549-0869 


"WHAT’S  THAT 
FUNNY  SMELL?” 

It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Dmgs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
diaigs  can  do  to  kids. 


PHARMACISTS  AGAINST 
DRUG  ABUSE 


THE  KINDS 
OF  DRUGS 
KIDS  ARE 
GETTING 
INTO.!-^ 


References: 

1 . Stone  PH  Tun  ZG,  Muller  JE  Efficacy  ol  nifedipine  therapy  for  refractory  angina 
pectoris  4m  HearfJ  104  672-681  September  1982 
2 Amman  E Muller  J.  Goldberg  S.  et  al  Nifedipine  therapy  tor  coronary-artery 
spasm  Experience  in  127  patients  N Eng/ J /Med  302  1269-1273.  June  5.  1980 


BRIEF  SUMMARY 

PROCARDIA-  (nitedipinel  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  (niledipinel  is  indicated  tor  the 
management  ot  vasospastic  angina  confirmed  by  any  ol  the  following  criteria  1 ) classical  pattern 
ol  angina  al  rest  accompanied  by  ST  segment  elevation  ?.)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3)  angiogtaphically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ol  vasospastic  angina  provided  that  the  above  criteria  are  salislied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  bul 
where  vasospasm  has  not  been  conlirmed  e g where  pain  has  a variable  Ihreshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  mlermiltent  vaso 
spasm  or  when  angina  is  retractory  to  nitrates  and  or  adeguate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Etforl-Assoclaled  Angina).  PROCARDIA  is  indicated  lor 
the  management  ol  chronic  stable  angina  lettort  associated  anginal  wilhout  evidence  ol  vasospasm 
n patients  who  remain  symplomalic  despite  adequate  doses  ol  bela  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (etlorl-associaled  anginal  PROCARDIA  has  been  effective  m controlled 
Inals  ol  up  to  eight  weeks  duralion  in  reducing  angina  Irequency  and  increasing  exercise  tolerance 
bul  contirmation  qt  sustained  etiecliveness  and  evaluation  ol  long  term  salely  m Ihose  patients  are 
incomplete 

Controlled  studies  m small  numbers  ol  patients  suggest  concomilani  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  benelicial  m patients  with  chronic  stable  angina  but  available  inlor- 
mation  is  not  sutticieni  to  predict  with  contidence  the  eltects  ot  concurrent  treatment  especially  m 
patients  with  compromised  left  ventricular  tunction  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  Irom  Ihe  combined  eftecls  ol  the  drugs  (See  Warnings  I 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PRCiCARDIA 
WARNINGS  Excessive  Hypotension  Although  m most  patients  Ihe  hypotensive  etteci  ot 
PROCARDIA  IS  modest  and  well  tolerated  occasional  palienis  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  tilralion  or  al  Ihe  lime  ol 
subsequent  upward  dosage  adiuslmenl  and  may  be  more  likely  m patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  lluid  volume  requirements  have  been  reported  m patients 
receiving  PROCARDIA  together  with  a bela  blacking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  tentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  bul  Ihe  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  lentanyl  mother  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potenlial  problems  and 
it  Ihe  patient  s condition  permits  sufticieni  lime  (at  least  36  hoursi  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  ol  Ihe  body  prior  to  surgery 

Increased  Angina.  Occasional  palienis  have  developed  well  documented  increased  treguency  du- 
ration or  seventy  ol  angina  on  starting  PROCARDIA  or  at  the  time  ol  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  Irom  decreased  coronary  perlusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale  or  Irom  increased  demand 
resulling  Irom  increased  heart  rale  alone 

Beta  Blocker  Withdrawal:  Patients  recently  withdrawn  Irom  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  lo  catechol 
amines  Initiation  ol  PROCARDIA  Ireatmenl  will  not  prevent  this  occurrence  and  might  be  expected 
lo  exacerbate  d by  provoking  rellex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  m a setting  ol  bela  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  bela  blockers  il  possible  rather  than  slopping  them  abruptly  belore  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients  usually  receiving  a bela  blocker  have  developed  heart 
lailure  atter  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  al  greater  nsk  tor 
such  an  event 

PRECAUTIONS  General  Hypotension  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  carelul  monitoring  ol  blood  pressure  during  the  initial  administration  and  titration 
of  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  tor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  I 

Peripheral  edema  Mild  to  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  let!  ventricular  dyslunction  occurs  m about  one  m ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to  diuretic 
therapy  Wilh  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
to  dilterentiale  this  peripheral  edema  Irom  the  etiects  ol  increasing  lett  ventricular  dystunclion 

Drug  interactions.  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
n over  1400  patients  m a non-comparalive  clinical  Inal  has  shown  that  concomitant  administration 
fit  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  Ihe  likelihood  ol  congestive  heart 
lailure  severe  hypotension  or  exacerbation  ot  angina 

Long-acting  nitrates  PROCARDIA  may  be  salely  co-admimslered  with  nitrates  bul  there  have 
been  no  controlled  studies  to  evaluate  the  antiangmal  ettectiveness  ol  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxm  increased  digoxin  levels  m nine  ol  twelve 
normal  volunteers  The  average  increase  was  45°»  Another  investigator  lound  no  increase  m di 
goxin  levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  lailure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  ol  patients  with 
elevated  digoxin  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initiating  adiust- 
ing  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digitalization 

Carcinogenesis  mutagenesis  impairment  of  fertility  When  given  to  rats  prior  to  mating  mle- 
dipine  caused  reduced  fertility  al  a dose  approximately  30  limes  Ihe  maximum  recommended  hu- 
man dose 

Pregnancy  Category  C Please  see  lull  prescribing  mlormalion  with  relerence  lo  teratogenicity  m 
rats  embryoloxicity  m rats,  mice  and  rabbits  and  abnormalities  m monkeys 
ADVERSE  REACTIONS:  The  most  common  adverse  events  include  dizziness  or  light  beadedness 
peripheral  edema  nausea  weakness,  headache  and  Hushing  each  occurring  m about  ID'o  ot  pa- 
tients transient  hypotension  m about  5°o  palpitation  m about  2°o  and  syncope  m about  0 5°o 
Syncopal  episodes  did  not  recur  with  reduction  in  Ihe  dose  ol  PROCARDIA  or  concomitant  anlian- 
ginai  medication  Additionally  Ihe  following  have  been  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  mllammation  |oml  slittness  shaki 
ness  sleep  disturbances  blurred  vision  dOticulties  m balance  dermatitis  pruritus  urticaria  le- 
ver sweating  chills  and  sexual  difficulties  Very  rarely  introduction  ol  PROCARDIA  therapy  was 
associated  with  an  increase  in  anginal  pain  possibly  due  to  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  not  readily  distinguishable  Irom  the  nat- 
ural history  ot  Ihe  disease  in  these  patients  It  remains  possible  however  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  AHo  ot  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  in  about  2°o  Ventricular  arrhythmias  or  conduction  disturb- 
ances each  occurred  m fewer  than  0 5“o  ot  patients 

Laboratory  Tests  Rare  mild  lo  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  lDH  SGOT  and  SGPT  have  been  noted  and  a single  incident  ol  sigmticantly  ele 
valed  transaminases  and  alkaline  phosphalase  was  seen  m a patient  with  a history  ol  gall  bladder 
disease  alter  about  eleven  months  ot  mledipme  therapy  The  relationship  to  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  lo  PROCARDIA  therapy  has  been  reported  twice  m the  extensive  world 
literature 

HOW  SUPPLIED:  Each  orange  soil  gelatin  PROCARDIA  CAPSULE  contains  10  mg  ol  mtedipme 
PROCARDIA  CAPSULES  are  supplied  in  bottles  ot  100  (NOC  0069-2600-661  300  |N0C  0069- 
2600-72)  and  unit  dose  (10x10)  INDC  0069-2600-41)  The  capsules  should  be  protected  Irom 
light  and  moislure  and  stored  al  controlled  room  temperature  59  to  77  F(15  lo  25  Cl  m Ihe  man- 
ufacturer s original  container 

More  detailed  professional  inlorm3lion  available  on  request  ' 1982  Pfizer  Inc 

LABORATORIES  DIVISION 

PFI2ER  INC 
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7 can  do  things  that  I 
couIdntdofor3yrs  including 


jcnning  the  human  race  again" 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


~:^es  from  an^nscJ  cited  i 

.HetreceivedtvPfBe'froman 
.iTgina  patient 

\^'hilethispatient’seipenerce  ' 
' representative  of  many 
. r sdicited  comments  received 
ret  j'f  orients  will  respond  to 
Prxa  * nor  will  they  all  . 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 


(NIFEDIPINE)^""’"" 


Please  see  PROCARDIA  brief  summary  on  adioining  page 


600 mg  Tablets 


SOOiog 


More  coriveV;uenti6r  your  patients 


j-4044  January  1984 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


1984  The  Upjohn  Company 
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The  weight  of 
objective  evidence 
supports  the  clinical 
efficacy  of 

Dalmane® 

flurazepam  HCI/Roche 

15-mg/30-mg  capsules 

• Studied  extensively  in  the  sleep  labora- 
tory— the  most  valid  environment  for 
measuring  hypnotic  efficacy. ' 

• Studied  in  over  200  clinical  trials  involv- 
ing over  10,000  patients.'^ 

• During  long-term  therapy,  which  is  sel- 
dom required,  periodic  blood,  kidney  and 
liver  function  tests  should  be  performed. 

• Contraindicated  in  patients  who  are  preg- 
nant or  hypersensitive  to  flurazepam. 

• Caution  patients  about  drinking  alcohol. 


driving  or  operating  hazardous  machinery 


References:  1.  Kales  A el  al:  J Clin  Pharmacol  17:207- 
213,  Apr  1977  and  dala  on  file.  Hoffmann-La  Roche  Inc., 
Nulley.  NJ  2.  Kales  A:  Dala  on  file.  Hoffmann-La  Roche 
Inc.,  Nulley,  NJ  3.  Zimmerman  AM:  Curr  Ther  Res 
I3.1S-22.  Jan  1971  4.  Kales  A el  al:  JAMA  2411692-1695. 
Apr  20.  1979  5.  Kales  A.  Scharf  MB,  Kales  JD:  Science 
20M039-104I,  Sep  15,  1978  6.  Kales  A el  al:  Clin 
Pharmacol  Ther  /9:576-583,  May  1976  7.  Kales  A,  Kales 
JD:  Pharmacol  Physicians  4:1-6.  Sep  1970  8.  FrosI  JD  Jr, 
DeLucchi  MR  J Am  Genair  Sex  27:54\  -5A6.  Dec  1979. 

9.  Demeni  WC  el  al  Behav  Med  5:25-31.  Oct  1978. 
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Nulley,  NJ  11.  Karacan  I.  Williams  RL.  Smith  JR:  The 


sleep  laboratory  in  the  investigation  of  sleep  and  sleep 
disturbances.  Scientific  exhibit  at  the  124th  annual  meet- 
ing of  the  Americcin  Psychiatric  Association,  Washing- 
ton, DC.  May  3-7,  1971.  12.  Poliak  CP,  McGregor  PA, 
Weitzman  ED:  The  effects  of  flurazepam  on  daytime 
sleep  after  acute  sleep-wake  cycle  reversal.  Presented  at 
the  iSth  annual  meeting  of  the  Association  for  Psycho- 
physiological  Study  of  Sleep.  Edinburgh,  Scotland,  June 
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Dalm^ule’^  ® 

(.flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping  habits;  in 
acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown  effec- 
tiveness for  at  least  28  consecutive  nights  of  administra- 
tion. Since  insomnia  is  often  transient  and  intermittent, 
prolonged  administration  is  generally  not  necessary  or 
recommended.  Repeated  therapy  should  only  be  under- 
tciken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCl;  pregncincy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malfor- 
mations associated  with  benzodiazepine  use  during  the 
first  trimester.  Wcim  patients  oHbe  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An  addi- 
tive effect  may  occur  if  alcohol  is  consumed  the  day  fol- 
lowing use  for  nighttime  sedation.  This  potential  may 
exist  for  several  days  following  discc.itinuation.  Caution 
against  hazardous  occupations  requiring  complete  men- 
tal alertness  {e.g.,  operating  machinery,  driving).  Poten- 
tial impairment  of  performemce  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recommended  for 
use  in  persons  under  15  years  of  age.  Though  physical 
cind  psychological  dependence  have  not  been  reported 
on  recommended  doses,  abrupt  discontinuation  should 
be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness. staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  gremulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e g.,  excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficiai  effect. 
Adulls:  30  mg  usual  dosage;  15  mg  may  suffice  in  some 
patients.  Elderlv  or  debililaled  palienis:  15  mg  recom- 
mended initially  until  respronse  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  fluraze- 
pam HCl. 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


Contemporary  HypnoticTherapy 


Dalmane®  [fiurazepam  Hci /Roche]  Stands  Apart 


Only  one 
sleep  medication 
objectively 
fulfills  all  these 
important 
criteria: 

•Rapid  onset  of  sleep.^ 

•More  total  sleep  time  on  the  first 
3 nights  of  therapy 

•More  total  sleep  time  on  nights 
12tol4oftherapy.‘ 

•Continued  efficacy  for  at  least  28  nights : 

•Seldom  produces  morning  hangover.^ 

•Avoids  rebound  insomnia  when 
therapy  is  discontinued."'^ 
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15-mg/30-mg  capsules 


/ PnrUf  > Roche  Products  Inc. 

\ Manati,  Puerto  Rico  00701 

Copynsht  © 1984  by  Roche  Products  Inc.  All  nghts  reserved. 

Please  see  summary  of  product  information  on  reverse  side. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 


Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  *by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


POmmE  X MY  SERVICE 


OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


100  Highland  Avenue 
Providence,  R.l. 
331-3996 


120  Dudley  Street 
Providence,  R.l. 
331-3996 


154  Waterman  Street 
Providence,  R.l. 
273-0450 


38  Hamlet  Avenue 
Woonsocket,  R.l. 
766-4224 
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Charles  P.  Shoemaker,  Jr.,  MD 
Wendy  J.  Smith,  Editor 


PHYSICIAN  GUIDE  NOW  AVAILABLE 


SOCIETY  SEEKS  MALPRACTICE  REFORM 


At  an  April  5 press  conference.  Governor 
J.  Joseph  Garrahy  announced  publication 
of  the  Guide  to  Physician  Services  by  the 
Rhode  Island  Medical  Society. 

Authorized  by  the  House  of  Delegates  in 
January  1983,  the  Guide  is  designed  to 
help  patients  select  the  physician  most 
appropriate  for  their  needs.  More  than 
850  RIMS  members  and  40  members  of  the 
RI  Society  of  Osteopathic  Physicians  & 
Surgeons  voluntarily  participated  in  the 
project.  Blue  Cross  & Blue  Shield  of 
Rhode  Island  underwrote  the  printing 
and  distribution  costs. 

The  116-page  Guide  includes  detailed  in- 
formation on  the  educational  backgrounds 
and  practices  of  RIMS  members.  Including 
such  items  as  hospital  affiliations; 
specialty  and  subspecialty;  type  of 
practice;  and  office  policies  toward 
Medicare,  Medicaid,  and  other  third- 
party  programs.  It  also  contains  two 
useful  indices,  one  listing  physicians 
by  specialty  and  community  and  the  other 
by  foreign  languages.  It  has  been  en- 
dorsed by  the  Department  of  Elderly 
Affairs,  the  Governor's  Advisory  Commit- 
tee on  the  Aging,  the  Health  Subcommittee 
of  the  Governor's  Advisory  Committee, 
the  RI  Consumers'  Council,  and  the  RI 
Society  of  Osteopathic  Physicians  & 
Surgeons . 

The  Guide  has  been  mailed  to  all  Soci- 
ety members.  Copies  also  are  available 
free  of  charge  to  the  general  public 
after  April  15  through  the  public  li- 
brary system,  76  senior  citizens  cen- 
ters affiliated  with  the  Department 
of  Elderly  Affairs,  RI  Consumers'  Coun- 
cil, and  Governor's  Citizens  Informa- 
tion Service.  Individual  copies  will 
not  be  available  to  the  public  at  the 
Society's  offices. 


April,  1984  — Vol.  67 


The  Rhode  Island  Medical  Society  success- 
fully introduced  into  the  General  Assem- 
bly a package  of  five  bills  intended  to 
alleviate  the  escalating  malpractice  cri- 
sis. Sponsored  by  Sen  John  Revens  (D., 
Warwick) , the  following  bills  have  been 
assigned  to  the  Senate  Judiciary  Committee: 

• S 680  would  establish  guidelines  for  the 
courts  to  order  structured  payments  of 
all  awards  greater  than  $100,000.  If 
enacted,  the  law  would  require  such 
awards  to  be  paid  in  monthly  installments 
to  "provide  the  plaintiff  with  a life- 
time income"  instead  of  a lump  sum  pay- 
ment . 

• S 693  would  reduce  the  interest  on  judg- 
ments from  the  current  12  per  cent  to  10 
per  cent  annually.  It  also  would  shorten 
the  period  for  the  accumulation  of  in- 
terest from  the  date  of  the  incident  to 
the  date  the  claim  for  damages  was  filed. 

• S 698  would  amend  the  collateral  source 
rule.  Under  current  judicial  procedures, 
the  defendant  in  a malpractice  action 
may  introduce  as  evidence  any  insurance 
or  disability  payments  made  to  the  plain- 
tiff as  a result  of  the  injury.  S 698 
would  require  the  courts  to  consider 
"changes  in  the  marital,  financial,  or 
other  status"  of  the  plaintiff  in  deter- 
mining the  size  of  the  award. 

• S 708  would  establish  qualifications  for 
expert  witnesses  in  malpractice  actions 
by  requiring  that  the  witness  hold  board 
certification  in  the  appropriate  medical 
specialty  and  demonstrate  "personal  ex- 
perience and  practical  familiarity  with 
either  the  practice  or  teaching"  of  the 
issue  under  litigation. 

• S 709  would  limit  awards  for  "pain 
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TORT  REFORM  (continued) 


OPTOMETRIC  DRUG  BILL  (continued) 


and  suffering  to  $250,000. 

To  encourage  membership  support,  RIMS 
President  Dr  Charles  P.  Shoemaker,  Jr. 
and  President-Elect  Dr  Paul  J.M. 

Healey  have  presented  the  package  to 
constituent  societies  in  Kent  County, 
Washington  County,  Newport,  Woonsocket, 
and  Pawtucket.  It  also  has  been  the 
subject  of  meetings  with  the  Rhode 
Island  Bar  Association. 

Recent  trends  suggest  a worsening  of 
the  professional  liability  situation 
in  Rhode  Island.  It  has  been  estimated 
that  malpractice  claims  currently  are 
pending  against  one  of  every  three 
physicians  in  the  state.  According 
to  the  Medical  Malpractice  Joint 
Underwriting  Association  (JUA) , 1,748 
physicians  paid  a total  of  $6,945,774 
in  premiums  for  1982,  the  last  year 
for  which  figures  are  available.  Thir- 
teen hospitals  paid  a total  of 
$1,804,684  to  the  JUA  during  that 
year. 


OPTOMETRIC  BILL  DRAWS  FIRE 

During  a packed  March  28  hearing  be- 
fore the  House  Corporations  Committee, 
representatives  from  the  Rhode  Island 
Medical  Society  and  RI  Ophthalmologi- 
cal  Society  opposed  a bill  which  would 
permiit  optometrists  to  use  therapeutic 
drugs  to  treat  ocular  disease. 

While  optometrists  in  37  states,  includ- 
ing Rhode  Island,  may  use  drugs  for 
diagnostic  purposes,  prescription  of 
therapeutic  drugs  is  permitted  only  in 
West  Virginia  and  North  Carolina. 

Testifying  on  behalf  of  the  Society, 

Dr  Milton  W.  Hamolsky,  Physician-in- 
Chief,  Department  of  Medicine,  Rhode 
Island  Hospital,  and  RIMS  Secretary, 
told  the  committee  that  many  ocular 
symptoms  may  be  manifestations  of  gen- 
eral systemic  disease  which  optometrists 
are  not  qualified  to  recognize.  Dr 
Thomas  Hutchinson,  Harvard  Medical 
School,  said  that  "therapeutic  drugs 
carry  far  greater  hazards  than  diag- 
nostic drugs."  Also  speaking  against 
the  bill  were  Drs . David  S.  Greer,  Dean, 


Brown  University  Program  in  Medicine; 
Robert  S.L.  Kinder,  Chief  of  Ophthalmolo- 
gy, Rhode  Island  Hospital;  H.  Denman  j 

Scott,  Deputy  Director,  RI  Department  of 
Health;  and  Alfred  Lemoine,  a Kansas  City 
ophthalmologist . 

Noting  that  only  physicians  have  the  ex- 
perience and  qualifications  to  deal  with 
the  systemic  effects  of  therapeutic  drugs 
the  Society  and  the  state's  ophthalmolo- 
gists have  called  the  bill  a "public 
health  threat."  The  legislative  stra- 
tegy has  been  coordinated  by  RI  Ophthal- 
mological  Society  President  Dr  Y.  Jacob 
Schinazi. 


I 

MASS  BLUES  FOUND  GUILTY  OF  PRICE-FIXING 

In  a victory  for  the  Massachusetts  Medi- 
cal Society  (MMS) , Chief  Judge  Andrew  A. 
Caffrey  of  the  US  District  Court  in  Bos- 
ton recently  ruled  that  Massachusetts 
Blue  Shield  had  violated  the  Sherman 
Anti-Trust  Act.  At  issue  was  a provi- 
sion which  required  Massachusetts  physi- 
cians to  accept  reimbursement  from  the 
Blues  as  "payment  in  full"  for  their 
professional  services.  By  forbidding 
the  practice  of  "balance  billing,"  Judge  I 
Caffrey  said  in  a 59-page  ruling  that 
the  Blues  were  guilty  of  "illegal  price- 
fixing."  The  lawsuit,  filed  by  four 
individual  physicians  and  MMS,  has  been 
pending  since  1978. 

While  most  Blue  Shield  plans  in  other 
states  prohibit  balance  billing  by  par- 
ticipating physicians,  Massachusetts 
Blue  Shield  was  able  to  force  its  reim- 
bursement levels  on  physicians  because  ' 
of  a unique  state  law  which  requires 
them  to  become  "participating  providers" 
as  a condition  of  receiving  any  reimburse- 
ment. Since  more  than  60  per  cent  of  the  I 
Bay  State's  residents  are  Insured  by  the 
Blues,  Massachusetts  physicians  often 
felt  compelled  to  sign  participation  con- 
tracts as  a means  of  economic  survival. 

More  than  98  per  cent  of  the  state's  doc- 
tors belong  to  Massachusetts  Blue  Shield. 
Patients  of  the  remaining  two  per  cent 
could  not  receive  any  reimbursement  from 
the  Blues. 


Judge  Caffrey  ruled  that  physicians 
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MASS  BLUES  (continued) 

will  not  be  permitted  to  balance  bill 
until  all  judicial  appeals  have  been 
exhausted.  Massachusetts  Blue  Shield 
has  announced  plans  to  appeal  the  de- 
cision to  the  US  Supreme  Court. 

STATE  CANCER  MORTALITY  RATE  HIGHER 
THAN  US  AVERAGE 

The  overall  cancer  mortality  rate  in 
Rhode  Island  for  the  period  1978  to 
1982  was  11  per  cent  higher  than  the 
average  national  rate  for  the  country. 

This  finding,  according  to  the  Febru- 
ary 1984  final  report  of  the  Rhode 
Island  Gancer  Information  System, 
places  the  state  at  a mortality  level 
comparable  to  other  urban  areas  in 
the  United  States. 

Other  significant  conclusions  in  the 
report  include: 

• The  cancer  incidence  rate,  ie,  the 
rate  of  newly-diagnosed  cases,  was 
within  one  per  cent  of  the  estimated 
national  rate. 

• The  incidence  and  mortality  rates 
for  cancers  of  the  colon,  rectum, 
and  lung  were  higher  than  the  na- 
tional average. 

• The  incidence  and  mortality  rates 
for  cancer  varied  with  socioeconomic 
status.  Residents  of  poverty  areas 
experienced  rates  which  were  nearly 
25  per  cent  higher  than  those  for 
residents  of  more  affluent  communi- 
ties . 

• Middle-aged  and  older  men  were  more 
likely  than  women  of  the  same  age 

to  acquire  and  die  from  cancer.  For 
those  aged  75  and  older,  the  inci- 
dence and  mortality  rates  for  men 
were  double  those  for  women. 

Operated  by  the  Rhode  Island  Health  Ser- 
vices Research,  Inc.  (SEARCH)  from  July 
1980  through  June  1983,  the  Cancer  In- 
formation Service  registered  new  cases 


CANCER  MORTALITY  RATE  (continued) 


of  cancer  among  Rhode  Island  residents 
for  the  period  1978-1982.  These  accumu- 
lated data  will  form  the  basis  for  a can- 
cer tumor  registry  in  nine  Rhode  Island 
hospitals  organized  under  the  aegis  of 
the  Hospital  Association  of  Rhode  Island. 

The  Society's  Cancer  Committee,  chaired 
by  Dr  Francis  J.  Cummings,  is  coordina- 
ting physician  participation  in  the  de- 
velopment of  a tumor  registry. 

ANNUAL  MEETING  TO  BE  HELD  NEXT  MONTH 

Invitations  are  in  the  mail  for  the  173rd 
Annual  Meeting  of  the  Rhode  Island  Medi- 
cal Society  on  Wednesday,  May  23,  at  the 
Providence  Marriott. 

The  day's  activities  will  start  at  noon 
with  a luncheon  for  the  House  of  Dele- 
gates. AMA  President-Elect  Dr  Joseph  F. 
Boyle,  a Los  Angeles  internist,  will 
present  the  keynote  address  to  the 
assembled  delegates.  After  the  annual 
session  of  the  House  of  Delegates  at 
2:00  pm.  Dr  Robert  G.  Petersdorf,  Dean 
and  Vice-Chancellor,  University  of  Cali- 
fornia at  San  Diego  Medical  School,  will 
present  the  1984  Chapin  Oration.  Dr 
Petersdorf,  a noted  infectious  disease 
specialist  and  administrator,  will  dis- 
cuss the  impact  of  government  on  medical 
practice. 

The  Chapin  Oration  will  be  followed  by 
the  annual  membership  business  meeting 
at  4:30  pm,  which  will  feature  the  Presi- 
dential Address  of  Dr  Charles  P.  Shoe- 
maker, Jr.,  presentation  of  awards,  and 
the  election  of  officers  and  committees. 

After  a brief  reception,  the  evening 
banquet  will  begin  at  6:30  pm.  Mar- 
garet Heckler,  Secretary,  US  Department 
of  Health  and  Human  Services,  has  been 
invited  to  present  a keynote  address. 

Her  plans  were  pending  as  this  issue  of 
the  Journal  went  to  press.  Music  will 
be  provided  by  the  Nightscene. 

Please  call  the  Society's  offices  at  401/ 
331-3207  for  additional  reservation  forms. 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


HOW  LONG  SHOULD  MEDICAL  RECORDS  BE  RETAINED? 

One  of  the  most  frequently  received  questions  at  the  Society’s  offices  concerns  medi- 
cal records.  While  physicians  need  to  know  how  long  patient  records  should  be  kept, 
patients  of  retired  or  deceased  members  frequently  call  to  find  out  where  their  medi- 
cal records  are  located. 

How  -tong  -6houZd  n.zcon.dU)  be  h-oXculnzdit 

Only  five  states  — Massachusetts,  New  Jersey,  New  York,  Florida,  and  Oregon  — spe- 
cify the  length  of  time  that  physicians  must  maintain  medical  records  for  their 
patients.  While  there  is  no  statutory  requirement  in  Rhode  Island,  physicians  must 
keep  comprehensive  patient  records  as  long  as  the  threat  of  a malpractice  suit  exists. 
The  statute  of  limitations  in  each  state  determines  the  length  of  time  a physician 
may  be  liable.  In  Rhode  Island,  malpractice  litigation  may  be  initiated  up  to  three 
years  after  the  alleged  incident,  or,  in  the  case  of  a minor,  three  years  after  the 
patient  reaches  majority. 

A recent  issue  of  Legal  Aspects  of  Medical  Practice,  a publication  of  the  American 
College  of  Legal  Medicine,  underscores  the  role  of  complete  medical  records  in  a 
successful  malpractice  defense:  "A  physician  unable  to  produce  patient  medical  re- 

cords in  court  because  they  were  destroyed  or  discarded,  or  who  can  produce  only  par- 
tial medical  records,  will  be  in  an  extremely  weak  defensive  position.  Incomplete 
or  damaged  medical  records  create  a legal  inference  that  a physician  acted  in  a 
deliberate  dereliction  of  duty." 

How  -iihouZd  pky-i>-iclan6  pn.ov-ldd  acc.n66  to  mecUcat  azcoA-cU  tn  coAe  KetU/Lmznt? 

Before  closing  their  offices,  physicians  should  notify  their  patients  and  provide 
the  name  of  the  physician  who  will  be  taking  over  the  practice.  This  will  give  pa- 
tients the  choice  of  obtaining  service  from  the  new  physician  or  asking  that  their 
records  be  transferred  to  another  doctor.  A closing  date  for  securing  medical  re- 
cords should  be  announced. 

RIMS  members  also  should  notify  the  Society  (401/331-3207)  where  their 
patient  records  will  be  kept.  This  information  will  be  retained  in 
the  membership  file  and  provided  to  inquiring  patients.  In  cases  where 
it  is  not  available,  the  patient  will  be  told  to  send  a written  request 
to  the  Society  where  it  is  forwarded  to  the  member's  last  known  mailing 
address . 

The  Society  also  receives  questions  from  the  former  patients  of  deceased  members. 

In  cases  where  no  information  is  available  about  the  transfer  of  records,  we  sug- 
gest that  the  patient  call  the  probate  court  to  obtain  the  name  of  the  estate's 
executor . 

Foa  addtttonaZ  tn^onmcution  . . . 

A summary  statement  on  "Rhode  Island  Physicians  and  Medical  Records"  will  be  sent 
to  all  RIMS  members  later  this  year.  A revised  version  of  a statement  originally 
developed  in  October  1982,  it  is  being  prepared  in  cooperation  with  the  Rhode  Is- 
land Board  of  Medical  Review  and  will  reflect  current  state  law.  It  will  cover 
such  items  as  patient  requests,  transfer  of  records,  and  disposition  of  records 
upon  the  retirement  or  death  of  a physician. 


150 


Rhode  Island  Medical  Journal 


__ 

SARGENT 

ADAMS, 

DeCAPORALE 
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CENTER 

through  rehabilitation, 

the  restoration  of  human  potential 

& ANTONIO 

We  are  pleased  to  announce  the  addition  of 

ATTORNEYS  AT  LAW 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

General  Law  Practice 

★ education  ★ psychology  ★ social  services 

Medical  Collections 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

144  Waterman  Street 
Providence,  Rhode  Island 

229  Waterman  Street,  Providence,  RI 02906 
(conveniently  located  in  Wayland  Square) 

401/421-1364 

SUITES  AVAILABLE 
East  Bay 
Medical  Building 
250  Wampanoag  Trail 
East  Providence 


COMPLETE  X-RAY,  ULTRASOUND,  AND  LABORATORY  SERVICES 
EASILY  ACCESSIBLE  FROM  ALL  HIGHWAYS 

SHORT  DISTANCE  TO  ALL  GREATER  PROVIDENCE  AND  PAWTUCKET  HOSPITALS 
NEW  BUILDING  WITH  SPACIOUS  AND  EFFICIENT  OFFICES 
AMPLE  PARKING 

For  further  information,  please  call: 

401/434-5432  or  438-1010 


The  IBM  Personal  Computer 
A tool  for  modern  times 
in  the  Medical  Office. 


MEDI-SCAN®,  an  Authorized  IBM®  Value- 
Added  Dealer  for  the  Personal  Computer 


Our  Comprehensive  $8.995.00  MEDI-SCAN  In-office 

Billing  And  Accounting  System  Includes: 

• The  IBM  Personal  Computer  XT  with  128K, 

10  Megabyte  hard  disk. 

• The  IBM  Graphics  Printer. 

• MEDI-SCAN  software — customized  for  your 
practice,  including  procedure  numbers  for  state 
agencies.  Generates  accounting  reports, 
comprehensive  patient  statements,  insurance 
and  third  party  forms. 

• Optional  electronic  paperless  billing  to  third  party 
agencies,  where  applicable. 

• Training— Complete  in-office  training  for  your  staff 

• Support — “HOT-LINE”  800  number  for 
continuous  support. 


MEDI-SCAN  Single  Source 
Support  System 


MEDI-SCAN’S  unique,  comprehensive  hardware  and  software  maintenance  agreement  guarantees  continuing 
service  and  repair,  system  updates  and  additional  customization,  plus  in-office  training— all  from  one  source.  Our 
local  training  consultants  and  technicians  are  dedicated  to  giving  you  the  best  possible  service. 


IBM  Personal  Computer  XTs  are  in  stock  in  our  local  warehouses  ready  to  be  immediately  installed.  Over  three 
hundred  physicians  are  using  the  MEDI-SCAN  System — join  them  in  making  the  IBM  PC-XT  “A  tool  for  modem 
times  in  the  medical  office.” 


Networking  available  for  group  practices  and  clinics 


I would  like  to  know  more  about  the  MEDI-SCAN  Or  call:  800-922-1021 

System  on  the  IBM  Personal  Computer  XT.  In  MA;  800462-1009 

Send  to:  MEDI-SCAN 
90  Madison  Street,  Worcestei;  MA  01608 


City State Zip 

Phone  ( ) 

Service  centers  currently  in:  New  England  • Mid  Atlantic  States  • Mid  Western  States  • California  • Texas 

® MEDI-SCAN  is  a registered  trademark  of  PAL  Assoc.  Inc. 

PAL  Associates  is  an  Authorized  IBM  Value-Added  Dealer  for  the  Personal  Computer. 

*IBM  is  a registered  trademark  of  International  Business  Machines  Corporation. 


Dr. 

Address 


Personal 
I Computers 


Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis* 


Brief  Summary  Consul!  the  pachaoa  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae}.  Haemophilus 
influenzae,  and  5 pyogenes  (group  A beta-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Cedor 
Contraindication:  Cedor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Cedor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  seventy  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacteriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  alter  the  drug  has  been  discontinued . or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General  Precautions— \i  an  allergic  reaction  to  Cedor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Cedor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs  lest  may 
be  due  to  the  drug 

Cedor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Linder  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Cedor.  a false-positive  reaction  for 
glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Climtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy— Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Cedor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Cedor  have  been  detected  in 
mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0 21 , and  0 16  mcg^ml  at  two.  three, 
four,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.^ 


cefaclor 


Pulvules®,  250  and  500  mg 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Cedor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  in  Children—Saieiy  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Cedor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs'  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cedor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported . half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophiiia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— JransWory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Wepaf/c— Slight  elevations  of  SGOT.  SGPT,  or  alkaline  phosphatase 
values  (1  in  40) 

Hemaropo/ef/c— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(lin  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1061782R) 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  ot  H influenzae  * 

Note  Cedor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  pemcilhn-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same- Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  board  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Ocean  State 
Master  Health  Plan,  Inc. 
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MASTER  HEALTH 
UPDATE 

OCEAN  STATE  MASTER  HEALTH  PLAN,  INC. 


NEW  PROVIDERS 

The  following  providers  have  recently  joined 
our  health  care  network: 

PHYSICIANS 

Alexander  Arvanitides,  M.D. 

Donald  Bortle,  D.O. 

Richard  j.  Breed,  M.D. 

David  Clark,  M.D. 

Joseph  DiLorenzo,  M.D. 

David  C.  lanacone,  M.D. 

Sheldon  Lidofsky,  M.D. 

John  D.  Lowney,  D.O. 

Alan  J.  Weissburg,  M.D. 

Ernest  Zuena,  M.D. 

OPTOMETRISTS 

John  Clark,  O.D. 

Allen  Greenberg,  O.D. 

Michael  Saccucci,  O.D. 

Steven  Croce,  O.D. 

Edward  F.  Richards,  O.D. 

PREVENTIVE  HEALTH  PROMOTION 

OSMHP  presents  an  Infant  Car  Seat  to  each 
new  baby  born  after  health  care  coverage 
with  the  Plan  becomes  effective.  To  date, 
there  have  been  two  healthy  babies  delivered 
at  Kent  County  Memorial  Hospital.  Both 
infants  were  prepared  to  be  buckled  up  for 
safety  courtesy  of  OSMHP. 

ENROLLMENT  UPDATE 

Spring  is  here  and  with  it  another  growth 
surge.  Enrollment  is  now  at  3000  subscribers 
and  growing  daily. 


LABORATORIES 
SmithKiine  Laboratories 

PHARMACIES 

Chapel  Pharmacy,  Inc. 

Hunter  Pharmacy,  Inc. 

Park  Square  Pharmacy,  Inc. 

Warwick  Prescription  Center,  Inc. 
Cardin  Drug  Company,  Inc. 

NEW  GROUPS 

New  Employer  Groups  presently  offering  the 
Plan: 

Good  Neighbor  Alliance 
Retail  Association  Services 
Forbes  Funeral  Home 
New  Visions  for  Newport  County 
H & H Screw  Products 
D & W Construction  Company 
Statewide  Plumbing  Company 
Lincoln  School 
Urschel  Tool  Company 
Providence  Psychiatric  Assoc. 

Meineke  Muffler  Company 

AFFILIATION  INFORMATION 

Physicians  wishing  to  retain  their  patients 
who  are  considering  switching  health  care 
coverage  to  OSMHP  should  contact  our  Pro- 
vider Relations  Department  for  details  at 
273-7050. 
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Take  Care  of  Yourself 

The  Centers  for  Disease  Control  of  the  US  Public 
Health  Service  recently  reported  the  results  of 
health  risk  surveys  conducted  in  thirteen  states 
and  the  District  of  Columbia.  These  surveys  iden- 
tify the  major  hazards  to  our  health  and  point  the 
way  to  a healthier  life.  The  average  results  are 


See  also  page  171. 

reported  below  to  provide  a crude  estimate  of  the 
key  dangers  of  our  contemporary  lifestyles. 

Sixty  per  cent  of  the  respondents  did  not  use 
seat  belts.  Failure  to  use  seat  belts  is  widespread 
among  the  entire  population.  Thirty-one  per 
cent  smoked  cigarettes,  and  the  habit  was  more 
common  among  women.  Obesity  was  most  preva- 
lent among  the  middle-aged.  Twenty  per  cent 
described  themselves  as  “acute  drinkers,”  or 
those  who  had  consumed  five  or  more  drinks  on 
at  least  one  occasion  during  the  previous  month. 
Acute  heavy  drinking  was  highest  for  young  men. 

Thirteen  per  cent  of  the  survey  respondents 
had  sedentary  lifestyles,  reflecting  a low  level  of 
activity  in  exercise,  work,  and  recreation.  Seden- 
tary living  increased  with  age.  Seven  per  cent 
were  chronic  heavy  drinkers.  A chronic  heavy 
drinker  was  defined  as  a person  whose  average 
total  alcoholic  beverage  intake  exceeds  56  drinks 
a month.  ,\nd  five  per  cent  reported  the  fatal 
combination  of  drinking  and  driving.  Young 
males  were  most  likely  to  drive  while  intoxicated. 
Finally,  four  per  cent  admitted  to  having  uncon- 
trolled high  blood  pressure,  resulting  from  their 
failure  to  adhere  to  an  antihypertensive  regimen. 

William  ].  Waters,  PhD 

-Assistant  Director  for  Health  Policv 

Rhode  Island  Department  of  Health 


The  eight  behavior  categories  studied  in  these 
surveys  are  associated  with  eight  of  the  ten  lead- 
ing causes  of  premature  death.  Together  they 
may  contribute  to  more  than  half  the  premature 
deaths  in  this  country.  The  Centers  for  Disease 
Control  conclude  from  these  data  that  lifestyle 
changes  offer  a clear  opportunity  for  many 
Americans  to  reduce  the  risks  of  premature 
death,  disease,  and  disability.  The  way  to  healthy 
living  lies  in  the  use  of  seat  belts,  no  smoking, 
appropriate  exercise,  and  the  prudent  consump- 
tion of  alcohol. 

Data  from  Rhode  Island  also  confirm  the  need 
for  healthier  lifestyles.  In  1980,  the  Rhode  Island 
Department  of  Health  and  SEARCH  conducted 
the  third  in  a series  of  health  interview  surveys  of 
a random  selection  of  Rhode  Island  households. 
The  survey  results  indicate  that  an  incredible 
eighty-two  per  cent  of  the  state’s  residents  do  not 
use  seat  belts.  Thirty-five  per  cent  still  smoke 
cigarettes,  and  of  these,  more  than  half  smoke  at 
least  one  pack  a day.  Among  men  in  the  20-44 
year-old  age  bracket,  a shocking  forty-four  per 
cent  smoke  cigarettes.  Fifty-nine  per  cent  of 
Rhode  Island  women  and  forty-seven  per  cent  of 
the  male  respondents  do  not  exercise  on  a regular 
basis.  And  finally,  seventv-one  per  cent  of  the 
state’s  population  16  years  of  age  and  older  drink 
alcohol.  Eight  per  cent  of  this  group  reported 
that  they  were  drinking  excessively. 

A current  Department  of  Health  bumper  stick- 
er proclaims  the  best  health  achice  for  Rhode 
Islanders:  “Take  Care  of  Yourself.” 
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The  Association  Copies  of  the 
Medical  Society  Library 


[Helen  Dejong,  Librarian  Emerita  of  the  Rhode  Island 
Medical  Society,  retired  from  the  position  in  1975  after 
45  years  of  service  to  the  Society.  Her  interest  in  the 
Library  has  not  abated.  She  returns  to  Providence 
periodically  to  assist  in  the  identifying,  cataloguing,  and 
preserving  of  archival  materials  and  rare  books.  In 
1962,  Mrs.  Dejong  was  named  an  honorary  member  of 
the  Society. 

In  this  historical  note,  Mrs.  Dejong  discusses  some  of 

My  instructions  were  to  catalogue  Doctor 
Mersey’s  30,000  or  so  volumes  as  rapidly  as  possi- 
ble before  the  funds  ran  out,  not  an  infrequent 
occurrence  during  the  1930s.  Obediently,  I typed 
away  with  only  an  occasional  peek  into  a tempting 
little,  calf-bound  book  on  kinepock,  or  fevers.  1 
was  aware  that  the  book  carried  the  signatures  of 
the  original  owners  and  the  fact  of  their  signifi- 
cance to  the  Societv’s  historv,  but  there  was  no 
time  for  studying  and  noting  provenance.  During 
my  years  as  librarian  (1930-1975),  I was  able  to 
spend  a few  hours  here  and  there  in  pulling  the 
“Association  Copies”  from  the  dusty  stacks  and 
placing  them  in  proper  storage.  There  was  never 
time  to  perform  a thorough  search  and  study,  so  I 
promised  myself  that  1 would  make  this  one  of  my 
volunteer  “fun”  projects  during  retirement. 

During  the  summer  of  1983,  I started  to  check 
the  361  items  belonging  to  the  Society  which  are 
listed  in  Early  American  Medical  Imprints  by  Robert 
B.  Austin.  All  of  these  items  are  treasures  and 
many  of  them  were  originally  owned  by  such 
literate  Rhode  Island  physicians  as  Isaac  Senter 
(who  died  before  the  Society’s  establishment  in 
1812,  but  whose  library  was  acquired  by  David 
King,  Senior);  Amos  Throop;  David  King;  Com- 
fort Carpenter;  Ezekiel  Fowler;  Levi  Wheaton; 
Usher  Parsons;  and  the  businessman  Moses 
Brown,  whose  interests  included  inoculation,  tar 
water,  and  Perkins’  tracters.  In  checking  these 
books,  1 found  Moses  Brown’s  copy  of  On  the 
Kinepock  by  John  Coakley  Lettsom,  which  con- 

Helen  Dejong 

Librarian  Emerita 

Rhode  Island  Medical  Society 


the  valuable  items  to  be  found  in  the  collection  amassed 
by  Doctor  George  Dallas  Hersey  (1847-1919).  Doctor 
Hersey,  a Providence  physician  and  bibliophile,  served 
as  Librarian  of  the  Rhode  Island  Medical  Society  from 
1880  until  1913.  His  tenure  was  marked  by  a vigorous 
acquisitions  policy,  and  at  the  time  of  his  retirement,  the 
Library  collection  had  reached  some  30,000  volumes. 
Edf 


tains  the  inscription  “To  my  friend  Moses  Brown 
from  BenJ.  Waterhouse.”  As  I pulled  the  small 
volume  from  the  shelf,  I felt  the  presence  of  the 
two  gentlemen,  and  history  became  real.  Another 
find,  now  in  our  pamphlet  collection  in  the  De- 
jong Room,  was  Espozione  de  Tre  Ernbriogenie  in- 
scribed, “Procured  by  Dr  Usher  Parsons,  when  in 
Italy,  about  the  year  1 830  — Charles  E.  Parsons.” 
The  publication  date  is  1828. 

Many  of  our  “Association  Copies”  were  in  the 
case  that  housed  Doctor  Mersey’s  rare  book  col- 
lection and  have  since  been  moved  to  air- 
conditioned,  humidity-controlled  comfort:  Doc- 
tor Throop’s  copy  of  William  Saunders’  Observa- 
tions on  the  Superior  Efficacy  of  the  Red  Peruvian 
Bark;  George  L.  Collins’  copies  of  the  first  three 
editions  of  An  Inquiry  into  the  Causes  and  Effects  of 
the  Variole  Vaccine  by  Edward  Jenner;  and  Usher 
Parsons’  copy  of  Jacobus-Rene  Tenon’s  Memoires 
sur  Les  Hopitaux  de  Paris.  Before  his  death.  Doctor 
M.  G.  Partridge  gave  us  his  collection  of  medical 
texts,  including  such  titles  as  Walter  Channing’s  A 
Treatise  on  Etherization  in  Childbirth  and  a reprint 
of  Oliver  \Vendell  Mohnes’  The  Contagiousness  of 
Puerperal  Eever. 

It  is  likely  that  we  shall  find  other  important 
historical  items  as  we  weed  the  monograph  collec- 
tion. This  is  one  reason  why  a careful  book-by- 
book  evaluation  of  the  Library  holdings  is  being 
made.  It  is  a slow  and  dusty  process,  but  an  excit- 
ing one  when  you  encounter  Benjamin  Water- 
house  on  the  way. 
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Non-Physician  Health  Care  Providers:  A More  Systematic 
Approach  is  Needed 


During  the  past  ten  years,  the  Rhode  Island 
Medical  Society  has  devoted  considerable  time 
and  energy  to  blocking  efforts  by  non-physician 
health  providers  to  expand  their  professional 
roles  and  privileges.  Rhode  Island  optometrists, 
as  an  example,  are  currently  seeking  authority  to 
prescribe  therapeutic  drugs.  In  37  states,  includ- 
ing Rhode  Island,  they  already  are  permitted  to 
use  diagnostic  agents  in  their  practices.  Previous 
years  have  seen  testimony  from  the  Society 
against  chiropractors,  physician  assistants,  and 
other  groups  who  have  attempted  to  extend  their 
practice  privileges  by  legislative  fiat.  The  primary 
focus  of  our  concern  has  been  to  protect  patients 
by  requiring  adequate  training  and  experience 
for  all  providers  of  medical  care.  Yet  each  year, 
we  find  ourselves  cast  in  the  role  of  the  establish- 
ment fighting  the  underdog  and  being  accused  of 
protecting  our  own  financial  interests. 

The  legislators  and  the  governor  have  general- 
ly heeded  advice  from  the  medical  society  and 
other  concerned  organizations.  As  a result,  the 
rules  and  regulations  covering  Rhode  Island 
health  care  providers  are  similar  to  those  in  other 
states.  One  specialty,  nurse  practitioners,  has  not 
been  defined  by  statute.  While  they  examine,  di- 
agnose, and  treat  patients,  their  role  and  author- 
ity have  not  received  legal  status. 

The  General  Assembly  continues  to  examine 
bills  concerning  non-physician  providers  on  a 
piecemeal  basis.  The  time  may  well  have  come  for 
a more  systematic  approach.  We  could  avoid  the 
annual  “turf  battle”  among  the  various  specialties 
by  developing  a master  plan  covering  such  issues 
as  education,  reimbursement,  intraprofessional 
relationships,  and  so  forth.  Earlier  this  year,  the 
Rhode  Island  Medical  Society  considered  seeking 


Charles  P.  Shoemaker,  Jr.,  MD 


the  establishment  of  a legislative  commission  to 
study  all  health  providers  and  to  propose  recom- 
mendations for  licensing  and  regulating  each 
specialty.  Knowledgeable  observers  in  the  State 
House  counseled  against  the  proposal,  however, 
and  the  bill  was  not  submitted.  It  may  be  possible, 
working  through  the  AM  A,  to  develop  some  con- 
structive guidelines  on  non-physician  health  care 
providers  lor  the  General  Assembly.  In  the  in- 
terim, the  Society’s  Professional  Health  Care  Pro- 
viders Committee  will  continue  its  current  series 
of  meetings  with  non-j)hysician  grouj)S  to  discuss 
shared  problems  and  concerns,  f his  constructive 
approach  should  help  reverse  our  unsolicited 
role  as  jjolicemen. 
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If  SO,  please  send  us  your  new  address 
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on  a timely  basis. 
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American  Medical  Women’s 
Association, 

Rhode  Island  Chapter 

Invites  the  Medical  Community  to  Its 
Annual  Medical  Symposium 

DRP ACT 

RECONSTRUCTION 


Speakers 

G.  Patrick  Maxwell,  MD 
Assistant  Clinical  Professor  of 
Plastic  Surgery 
Vanderbilt  University 

Armand  D.  Versaci,  MD 
Clinical  Professor  of  Plastic  and 
Reconstructive  Surgery 
Brown  University 


Providence,  Marriott  Inn 
Thursday,  May  3,  1984 
Buffet  Supper  6:00  pm 
Program  7:30  pm 

Approved:  2 CME  credits,  Category  1 AMA 
Physicians’  Recognition  Award 


Physicians  in  practice  $25 

Residents  and  fellows  $15 
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Allied  health  professionals  $20 
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Depression  Following  Cranial  Radiation 
for  Brain  Tumor 


Impaired  Function  Appeared  to  be  Due  to  Tumor, 
Irradiation  Therapy,  or  Both 


Richard  J.  Goldberg,  MD 
Alan  D.  Steinfeld,  MD 
Robert  M.  Tull,  PhD 


The  neuropsychiatric  effects  of  therapeutic  cra- 
nial irradiation  are  poorly  understood  and  are 
currently  under  investigation.'  One  possible 
effect  of  such  therapy  is  the  development  of 
symptoms  of  depression.  In  a seriously  ill  patient, 
such  symptoms  may  be  attributed  prematurely  to 
psychiatric  illness,  prompting  inappropriate 
therapy.  Psychometric  tools  are  available  which 
may  help  in  differentiating  emotional  upset  due 
to  life  crisis  from  those  due  to  a medical  illness,  its 
treatment,  or  both. 

The  recent  appearance  in  our  clinic  of  a patient 
demonstrating  emotional  problems  after  cranial 
irradiation  prompts  this  report. 

Case  Report 

A 40-year-old  white  male  presented  at  an 
emergency  room  following  a grand  mal  seizure. 
Physical  examination  showed  marked  weakness, 
hyperreflexia,  and  a Babinski’s  sign  on  the  right 
side.  A computed  tomographic  (CT)  scan  showed 


From  the  Departments  of  Psychiatry  arui  Radiation  Oncology, 
Rhode  Island  Hospital,  and  the  Sections  on  Psychiatry  and  Radia- 
tion Medicine,  Brown  University  Program  in  Medicine. 


Richard  J.  Goldberg,  MI),  Assistant  Professor,  Section 
of  Psychiatry  and  Human  Behavior,  Brown  University 
Program  in  Medicine. 

Alan  1).  Steinfeld,  Ml),  Associate  Professor  of  Radiolo- 
gy, Slew  York  University.  At  the  time  of  this  writing,  he 
was  Assistant  Professor  of  Radiation  Medicine,  Brown 
University 

Robert  M.  Tull,  Phi),  Instructor,  Section  of  Psychiatry 
and  Human  Behavior,  Brown  University  Program  in 
Medicine. 


a left  temporal  lesion,  and  arteriogram  showed 
an  avascular  mass  of  the  temporal  lobe.  He  was 
placed  on  Decadron®,  Dilantin®,  and  phenobar- 
bital  and  was  discharged  from  the  hospital  for 
further  observation.  Repeat  C T scans  during  the 
next  two  weeks  showed  decreasing  amounts  of 
edema  and  evidence  of  a mass  in  the  left  tempo- 
roparietal area. 

Past  medical  history  revealed  a brief  course  of 
psychotherapy  for  a situational  depression  ten 
years  prior  to  the  current  illness. 

Because  of  the  deep  location  of  the  tumor  as 
determined  both  by  clinical  and  radiological  eval- 
uation, it  was  felt  that  biopsy  or  resection  would 
leave  the  patient  with  a significant  and  perma- 
nent neurological  deficit.  Consequently,  the  pa- 
tient was  treated  primarily  with  radiation.  Forty- 
five  hundred  rads  were  delivered  to  the  whole 
brain  in  25  fractions.  T he  primary  tumor  re- 
ceived an  additional  1,950  rads  in  nine  fractions. 

After  completion  of  the  radiation  therapy,  the 
jiatient  continued  to  have  intermittent  focal  sei- 
zures for  which  carbamazepine  (Tegretol®), 
Dilantin®,  and  Decadron®  were  rec|uired.  Two 
months  after  completion  of  radiation  therapy,  a 
repeat  C'F  scan  and  electroencej)halogram  (EECi) 
were  carried  out.  The  scan  was  now  normal, 
showing  no  evidence  of  the  pre\iously  noted 
tumor  mass.  The  EECi  revealed  no  focal  or  lat- 
eralizing  abnormalities.  Despite  the  absence  of  an 
objective  neurological  deficit,  the  patient 
ajiparently  lacked  motivation  to  return  to  work 
and  was  irritable  at  home.  His  wife  and  familv 
noted  a persistent  lethargy.  Repeated  jihvsical 
examinations  and  laboratory  studies,  including 
an  endocrine  evaluation,  revealed  no  abnormali- 
ties. (ionsecjuently,  he  was  referred  foi  jisychiat- 
ric  evaluation  of  the  depression  approximatelv 
five  months  after  the  radiation  treatment. 
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Psychiatric  Consultation 

During  the  initial  evaluation,  the  patient 
appeared  somewhat  resistant  to  discussing  his 
problems.  He  acknowledged  a number  of  symp- 
toms consistent  with  depression:  decreased  in- 
terest in  usual  activities,  diminished  concentra- 
tion, memory  difficulties,  inability  to  get  any 
work  done,  decreased  libido,  and  fatigue.  He  de- 
scribed his  mood  as  subdued  and  intermittently 
discouraged,  but  not  hopeless,  and  admitted  no 
suicidal  ideation.  He  stated  that  his  sleep  and 
appetite  were  normal.  He  felt  that  he  had  lost  his 
appreciation  for  the  coordination  of  form  and 
color.  He  could  not  organize  his  work  as  a de- 
signer. 

There  was  a prior  history  of  a situational  de- 
pression as  noted.  The  familv  historv  was  nega- 
tive for  psychiatric  disorders.  There  was  no  his- 
tory of  substance  abuse. 

Initial  diagnostic  considerations  included  an 
emerging  primary  (autonomous)  affective  dis- 
order, depression  as  a psychological  reaction  to  a 
major  life  event  (secondary  affective  disorder),  or 
an  organic  mental  disorder  with  affective  fea- 
tures. Among  possible  causes  of  the  organic  men- 
tal disorder  were  recurrent  tumor,  a seizure  dis- 
order, anticonvulsant  medication  toxicity,  or 
neuropsvchological  impairment. 

The  patient  was  referred  for  neuropsycho- 
logical evaluation. 


Neuropsychological  Evaluation 

The  following  tests  were  carried  out:  W'echsler 
Adult  Intelligence  Scale  (WAIS),  Wechsler  Mem- 
ory Scale,  Halstead-Reitan  Neuropsychological 
Test  Batterv,  Benton  X’isual  Retention  Test,  Min- 
nesota Test  for  Differential  Diagnosis  of  Aphasia, 
and  Symbol  Digit  Modalities  Test.  A brief  de- 
scription of  each  of  these  tests  appears  below. 

On  the  \V.\1S  evaluation,  the  patient  obtained 
a verbal,  performance,  and  full  scale  of  91,  91, 
and  90  respectively.  Based  on  the  available  in- 
formation concerning  his  premorbid  level  of  in- 
telligence, the  results  suggested  a dramatic  de- 
crease in  intellectual  ability.  He  experienced  con- 
siderable difficulty  in  tasks  designed  to  assess  im- 
mediate memory,  concentration,  attention  span, 
recall  of  immediate  auditory  information  in 
proper  sequence,  abstract  reasoning,  and  con- 
ceptual manipulation.  Results  from  the  Halstead- 
Reitan  test  suggested  bilateral  organic  involve- 
ment. The  remaining  tests  indicated  deficits  con- 
cerning fiexibilitv  of  thought  and  judgment,  and 


Testing  Batteries 

Wechsler  Adult  Intelligence  Scale  (WAIS) 

The  W.-\IS  is  an  individually  administered  composite 
test  battery  which  ordinarily  constitutes  a substantial 
portion  of  the  testing  component  of  a neuropsycholo- 
gical examination. 

It  traditionally  has  served  as  the  standard  for  the 
development  of  tests  to  measure  intelligence  levels, 
and  is  the  most  commonly  used  test  of  intellectual 
ability  for  research  purposes.  The  battery  consists  of 
1 1 subtests  from  which  a composite  score  is  tabulated. 
This  score  is  considered  an  excellent  predictor  of 
academic  achievement  by  evaluating  verbal  factors, 
perceptual  organization,  nonverbal  organization,  and 
spatial  performance. 

Wechsler  Memory  Scale  (WMS) 

The  WMS  is  used  for  extensive  exploration  of  memory 
and  learning  ability.  It  is  generally  regarded  as  an 
estimate  of  gross  memory  function. 

Halstead-Reitan  Neuropsychological  Test  Battery 

This  battery  consists  of  numerous  tests  selected  to  help 
differentiate  between  patients  with  frontal  lobe  lesions 
and  those  with  other  lesions  or  normal  subjects. 

Benton  Visual  Retention  Test 

This  test  is  a visual  memory  test  that  can  be  used  to 
isolate  the  perceptual  and  memory  components  of  a 
defective  performance. 

Minnesota  Test  for  Differential  Diagnosis  of  Aphasia 

The  Minnesota  Test  for  Differential  Diagnosis  thor- 
oughly evaluates  the  depth  of  communication  disturb- 
ances in  five  areas:  auditory,  visual  and  reading, 
speech  and  language,  visual-motor  and  writing  dis- 
turbances, and  numerical  and  mathematical  proces- 
ses. 

Symbol  Digit  Modalities  Test 

The  Symbol  Digit  Modalities  Test  can  indicate  cere- 
bral dysfunction  and  reflect  visual-perceptual,  visual- 
scanning, or  oculomotor  defects,  or  general  mental  or 
motor  slowing.  Motor  persistence,  sustained  attention, 
response  speed,  and  visual  motor  coordination  play 
significant  roles  in  evaluating  the  performance  of  sub- 
jects on  this  test. 


weakness  concerning  sequential  planning  skills, 
degree  of  flexibility  in  new  situations,  and  orga- 
nizing and  integrating  new  information.  There 
were  no  pronounced  indications  of  speech  or  lan- 
guage disturbances. 

Clinical  Course 

The  uncovering  of  the  neuropsychiatric  deficits 
had  important  implications  for  understanding 
and  managing  the  symptoms  of  this  patient.  Ex- 
horting the  patient  to  “snap  out  of  it”  or  to  “start 
pushing  vourselfi’  served  only  to  frustrate  him 
further.  His  apparent  reluctance  to  adapt  to  his 
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new  situation  was  not  simply  psychological  resist- 
ance, but  could  be  interpreted  as  a neurophys- 
iological impairment  involving  the  integration  of 
new  information  and  the  planning  of  behavior. 
His  failure  to  return  to  work  was,  in  large  part, 
due  to  his  desire  to  avoid  confronting  disabilities 
which  made  him  unable  to  perform  tasks  re- 
quired at  his  job,  rather  than  being  the  result  of 
impaired  motivation  associated  with  depression. 
His  behavior  could  be  reconceptualized  as  a dis- 
ability which  could  be  approached  in  terms  of  a 
rehabilitative  rather  than  a psychodynamic  mod- 
el. By  assuming  the  therapeutic  posture  that  the 
patient  was  partially  “disabled”  rather  than  “de- 
pressed,” he  was  able  to  return  to  work,  success- 
fully accomplishing  circumscribed  tasks,  rather 
than  tackling  more  complex  projects.  The  clini- 
cian, family,  and  patient,  by  reassessing  their  un- 
realistic expectations  of  a rapid  resumption  of  his 
previous  level  of  function,  reduced  unnecessary 
frustration. 

Discussion 

The  diagnosis  of  depression  should  be  made  with 
care,  following  the  guidelines  set  forth  by  the 
American  Psychiatric  Association.  Casual 
observation  of  complaints  such  as  lack  of  motiva- 
tion or  difficulty  with  concentration  is  of  itself  not 
adequate.  The  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  (3rd  Edition)  for  a diagnosis  of 
depression  requires,  in  addition  to  a relatively 
persistent  depressed  mood,  at  least  four  of  the 
following  symptoms:  change  in  appetite,  sleep 
disturbance,  fatigability,  psychomotor  agitation 
or  retardation,  loss  of  interest  or  pleasure  in  usual 
activities,  feelings  of  self-reproach,  impaired  con- 
centration, or  suicidal  ideation.^  Specific  inter- 
views may  be  required  before  the  diagnosis  of 
depression  can  be  made  reliably. 

The  evaluation  and  treatment  of  depression  in 
patients  with  an  intracerebral  tumor  requires  the 
cooperation  of  the  psychiatrist,  the  internist,  and 
the  radiation  oncologist.  Depression  in  such  pa- 
tients may  be  the  result  of  one  or  more  aspects  of 
the  underlying  disease,  or  may  be  entirely  unre- 
lated to  it.  It  may  be  a direct  manifestation  of  the 
tumor,  of  the  treatment  (surgery,  radiation,  or 
both),  or  of  a reaction  to  a life  crisis.  Medical 
disorders,  such  as  hypothyroidism,  hypokalemia, 
presenile  dementia,  pernicious  anemia,  and  drug 
toxicity  can  present  symptoms  mimicking  a de- 
pressive episode  and  must  be  excluded.^  Meta- 
bolic encephalopathies  constitute  the  commonest 
group  of  neurological  complications  in  hospital- 
ized cancer  patients. ’’  Repeated  seizures  may 


produce  symptoms  either  in  the  postictal  phase 
or  as  a result  of  temporal  lobe  activity.®  Further- 
more, many  patients  with  brain  tumors  are 
placed  on  corticosteroids  which  can  cause  be- 
havior abnormalities,  either  by  masking  or  en- 
hancing depression.  Careful  attention  to,  and  use 
of  rigid  diagnostic  criteria  for  affective  disorders 
and  screening  for  underlying  medical  problems 
will  aid  in  the  diagnosis. 

While  no  statistics  are  available  for  the  inci- 
dence of  this  sequence  in  patients  with  primary 
brain  tumors,  an  extrapolation  may  be  possible 
from  other  types  of  cancer.  The  incidence  of 
depression  in  cancer  patients  has  been  reported 
as  ranging  from  23  to  58  per  cent  in  various 
series.®^''  Such  estimates  are  confused  by  com- 
bining uncritically  such  variables  as  cancer  sites, 
age  groups,  and  various  diagnostic  criteria  for 
depression.  Moreover,  the  scales  commonly  used 
to  quantify  depression  include  such  somatic 
symptoms  as  anorexia  and  fatigability,  which  are 
common  to  both  depression  and  cancer. 

Superimposed  on  this  uncertain  background 
of  the  psychiatric  symptoms  of  brain  tumors  are 
the  effects  of  radiation  on  the  emotional  state. 
Transitory  deterioration  of  the  neurological  sta- 
tus (nausea,  headaches,  ataxia,  drowsiness)  has 
been  reported  in  patients  with  intracranial 
tumors  following  radiation  therapy.  Residual  in- 
tellectual disorders,  including  a reduction  in 
some  aspects  of  the  intelligence  quotient  in  chil- 
dren surviving  such  radiation,  have  also  been 
observed. It  is  not  yet  clear  whether  adult 
patients  differ  from  children  in  terms  of  sequelae 
to  cranial  irradiation. 

The  incidence  of  neuropsychiatric  changes  re- 
sulting from  radiation  treatment  of  brain  tumors 
has  not  been  studied.  In  addition  to  documenting 
the  frequency  of  such  changes,  the  relative  effect 
of  factors,  such  as  total  dose,  dose  rate,  type  of 
radiation,  and  field  size,  needs  to  be  clarified. 

A depressive  episode  cannot  be  diagnosed  reli- 
ably in  the  face  of  a concurrent  organic  mental 
disorder.  Levine  and  his  colleagues  examined  the 
records  of  100  cancer  patients  referred  for 
psychiatric  consultation.  While  56  were  di- 
agnosed by  the  referring  physician  as  depressed, 
26  were  classified  on  psychiatric  reassessment  as 
actually  suffering  from  an  organic  brain  svn- 
drome.  Under  such  conditions,  a neuropsvcho- 
logical  testing  battery  such  as  the  Halstead-Reitan 
test  can  differentiate  patients  with  organic  dis- 
ease (juite  effectively.  This  patient  demonstrates 
how  symptoms  of  depression  can  l)e  a.scribed  }jre- 
maturely  to  a psychological  reaction  or  other 
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psychiatric  illness.  After  testing,  his  impaired 
attention,  concentration,  and  ability  to  function 
at  work  were  felt  to  be  a consequence  of  neuro- 
psychological damage  secondary  to  the  effects  of 
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Circa  1873 
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Exposed  brick,  six-panel  Colonial  doors,  natural  wood  paddle  ceiling  fans  and 
brass  accents  create  an  atmosphere  for  medical  attention  unsurpassed  in  the 
area.  Painstaking  efforts  led  to  the  preserved  character  of  One  Hundred  years 
past  without  sacrificing  the  modem  necessities  so  essential  in  today’s  prime 
medical  offices. 

OTHER  FEATURES  INCLUDE: 

• Minutes  from  several  hospitals 

• Densely  populated  area  serviced  by  public  transportation 

• Across  from  large  housing  for  the  elderly  and  one  of  Rhode  Island's  leading  retail  stores. 

• Located  on  the  high-traffic  roadway  only  minutes  from  major  highways. 

• Suites  from  490  to  1900  Sq.  Ft. 

THE  WILLIAM  BLACKSTONE  MEDICAL  BUILDING  IS  THE  IDEAL  SETTING 
FOR  YOUR  SUCCESSFUL  PRACTICE,  CALL:  LORI  AT: 

(401)  333-9280 
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Before  prescribing,  see  complete  prescribing  Information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications;  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-exisling  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities,  it 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K"*"  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 


Precautions:  Do  periodic  serum  electrolyte  determinations  Cpar- 
ticularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Penodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function.  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Ob^rve 
t regularly  for  possible  blood  dyscrasias,  liver  damage,  olher  idio- 

i syncretic  reactions  Blood  dyscrasias  have  been  reported  in 

^ patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  meflitus  The  effects  of  oral  anticoagulants  may 
; be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
t dosage  adjustments  may  be  necessary.  Clinically  insignificant 
' reductions  in  arterial  responsiveness  to  norepinephrine  have 
! been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine.  Triamterene  is  a weak  folic  acid  antagonisl.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Tnamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide  should  be  used  with 
cauliori  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hypergtycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypjokaiemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazde  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined. 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia &rum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function 


Thiazides  may  add  to  or  potentiate  the  action  of  olher  antihyper- 
tensive drugs 


Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxoty 


Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis,  paresthesias,  icterus, 
paricieatitis.  xanthopsia  and  respiratory  distress  including  pneu- 
monias and  pulmonary  edema,  iransieni  blurred  vision,  sialade- 
nitii.  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  incidents  of  acute  interstitial  nephnas 
have  been  reported  Impotence  has  been  reported  In  a few 
patents  on  'Dyazide  . although  a causal  relationship  has  not 
been  establr=*ied 

Supplied:  Dyazide'  It  supplied  in  bottles  ol  1000  capsules; 
Single  Unit  tackages  (unit-dose)  ol  100  Ontended  tor  institu- 
tional use  only);  In  Patlent-Pak'*  unit-ol-use  bottles  of  100. 
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Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
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Arthritis  Therapy 
That  Checks  Out. 

Gastric  distress  is  reduced.  pH-dependent 
matrix  virtually  doesn’t  release  in  acidic  stomach. 


ZORprin®  (aspirin)  is  released  in  the  alkaline 
environment  of  the  small  intestine. 


Zero-order  release  delivers  drug  at  a constant 
rate,  reducing  serum  peaks  and  valleys. 


1 HR/pH  1.2 

o 


Convenient  b.i.d.  dosage... enhances  patient  compliance. 


Economical . . . comparable  efficacy  and  safety  as  other  NSAIDs,  yet  costs 
approximately  one-half  as  much. 

Your  first  step  in  arthritis  therapy. . . ZORprin  (ASPIRIN)  Zero-Order  Release. 


Pioneers  in  medicine  for  the  family 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE,  PO.  BOX  6750 
SHREVEPORT,  LOUISIANA  71106-9989 


© Boots  Pharmaceuticals.  Inc.,  1983 


(ASPIRIN)  Zero-Order  Release 


DESCRIPTION:  Each  capsule-shaped  tablet  of  Zorpnn  contains  800  mg  of  aspirin,  formulated  in  a special  matrix  to  control  the  release  of  aspirin  after 
ingestion  The  controlled  availability  of  aspirin  provided  by  Zorpnn  approximates  zero-order  release,  the  in  vitro  release  of  aspirin  from  the  tablet  matrix  is 
linear  and  independent  of  the  concentration  of  the  drug  □ CLINICAL  PHARMACOLOGY:  Aspirin,  as  contained  in  Zorpnn,  is  a salicylate  that  has 
demonstrated  anti-inflammatory  and  analgesic  activity  Its  mode  of  action  as  an  anti-inflammatory  and  analgesic  agent  may  be  due  to  the  inhibition  of 
synthesis  of  prostaglandins,  although  its  exact  mode  of  action  is  not  known  □ Zorpnn  dissolution  is  pH-dependent  In  vitro  studies  have  shown  very  little 
aspirin  to  be  released  in  acidic  solutions,  whereas,  Zorpnn  releases  the  majority  of  its  aspirin  (90%)  in  a zero-order  mode  at 
a neutral  to  alkaline  pH  It  is  this  pH  dependence  of  Zorpnn  that  reduces  direct  contact  between  aspirin  and  the  gastric 
mucosa,  resulting  in  a reduction  of  its  gastrointestinal  side-effect  potential  □ Bioavailability  data  (or  Zorpnn  have  confirmed 
that  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  can  be  measured  24  hours  after  a single  oral  dose.  This 
substantiates  a twice  daily  dose  regimen  Multiple  dose  bioavailability  studies  showed  similar  steady-state  salicylate  levels 
for  Zorpnn  as  for  conventional  release  aspirin  using  the  same  total  daily  dose  Long-term  monitoring  of  salicylate  levels 
showed  no  signs  of  accumulation  once  steady-state  levels  were  reached  (4-6  days)  □ Studies  of  in  vivo  prostaglandin 
levels  (PGE2)  have  shown  Zorpnn  plasma  levels  of  salicylic  acid  and  acetylsalicylic  acid  to  reduce  PGE2  levels  14  hours 
after  a single  oral  800  mg  dose  while  an  equivalent  dose  of  aspirin  produced  a reduction  of  PGE2  levels  only  through  six 
hours  Zorprin's  effect  on  prostaglandins  other  than  PGE2  has  not  been  determined  □ Salicylates  are  excreted  mainly  by 
the  kidney,  and  from  studies  in  humans  it  appears  that  salicylate  is  excreted  in  the  urine  as  free  salicylic  acid  (10%); 
salicyluric  acid  (75%)  salicylic  phenolic  (10%);  acyl  glucuronides  (5%)  and  gentisic  acid  (<1%)  □ INDICATIONS  & USAGE: 
Zorpnn  is  indicated  for  the  treatment  of  rheumatoid  arthritis  and  osteoarthritis.  The  safety  and  efficacy  of  Zorpnn  have 
not  been  established  in  those  rheumatoid  arthritic  patients  who  are  designated  by  the  American  Rheumatism  Association  as  Functional  Class  IV 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair,  little  or  no  self-care).  □ In  patients  treated  with  Zorpnn  for  rheumatoid  arthritis  and 
osteoarthritis,  the  anti-inflammatory  action  of  Zorpnn  has  been  shown  by  reduction  in  pain,  morning  stiffness  and  disease  activity  as  assessed  by  both 
the  investigators  and  patients  □ In  clinical  studies  in  patients  with  rheumatoid  arthritis  and  osteoarthritis,  Zorpnn  has  been  shown  to  be  comparable  to 
conventional  release  aspirin  in  controlling  the  aforementioned  signs  and  symptoms  of  disease  activity  and  to  be  associated  with  a statistically  significant 
reduction  in  the  milder  gastrointestinal  side  effects  (see  ADVERSE  REACTIONS)  Zorpnn  may  be  well  tolerated  in  some  patients  who  have  had 
gastrointestinal  side  effects  with  cohventional  release  aspirin,  but  these  patients  when  treated  with  Zorpnn  should  be  carefully  followed  for  signs  and 
symptoms  of  gastrointestinal  bleeding  and  ulceration  □ Since  there  have  been  no  controlled  trials  to  demonstrate  whether  or  not  there  is  any  beneficial 
effect  or  harmful  interaction  with  the  use  of  Zorpnn  in  conjunction  with  other  nonsteroidal  anti-inflammatory  agents  (NSAI),  the  combination  cannot  be 
recommended  (see  Drug  Interactions)  □ Because  of  its  relativeiy  iong  onset  of  action,  Zorprin  is  not  recommended  for  antipyresis  or  (or  short-term 
anaigesia.  □ CONTRAINDICATIONS:  Zorprin  should  not  be  used  in  patients  known  to  be  hypersensitive  to  salicylates  or  in  individuals  with  the 
syndrome  of  nasal  polyps,  angioedema,  bronchospastic  reactivity  to  aspirin,  renal  or  hepatic  insufficiency,  hypoprothrombinemia  or  other  bleeding 
disorders  Zorprin  is  not  recommended  for  children  under  12  years  of  age,  it  is  contraindicated  in  all  children  with  (ever  accompanied  by  dehydration, 

□ WARNINGS:  Zorprin  should  be  used  with  caution  when  anticoagulants  are  prescribed  concurrently,  since  aspirin  may  depress  platelet  aggregation 
and  increase  bleeding  time  Large  doses  of  salicylates  may  have  hypoglycemic  action  and  enhance  the  effect  of  the  oral  hypoglycemics,  concomitant 
use  therefore  is  not  recommended  However,  if  such  use  is  necessary,  dosage  of  the  hypoglycemic  ageht  must  be  reduced  the  hypoglycemic  action  of 
the  salicylates  may  also  necessitate  adjustment  of  the  insulin  requirements  of  diabetics  □ While  salicylates  in  large  doses  have  a uricosuric  effect,  smaller 
amounts  may  reduce  water  excretion  and  increase  serum  uric  acid.  □ USE  IN  PREGNANCY  Aspirin  can  harm  the  fetus  when  administered  to  pregnant 
women  Aspirin  interferes  with  maternal  and  infant  hemostasis  and  may  lengthen  the  duration  of  pregnancy  and  parturition  Aspirin  has  produced 
teratogenic  effects  and  increases  the  incidence  of  stillbirths  and  neonatal  deaths  in  animals.  □ If  this  drug  is  used  during  pregnancy,  or  if  the  patient 
becomes  pregnant  while  taking  this  drug,  the  patient  should  be  apprised  of  the  potential  hazard  to  the  fetus  □ Aspirin  should  not  be  taken  during  the  last 
3 months  of  pregnancy  □ PRECAUTIONS:  Appropriate  precautions  should  be  taken  in  prescribing  Zorprin  for  patients  who  are  known  to  be  sensitive  to 
aspirin  or  salicylates  Particular  care  should  be  used  when  prescribing  this  medication  for  patients  with  erosive  gastritis,  peptic  ulcer,  mild  diabetes 
or  gout  As  with  all  salicylate  drugs,  caution  should  be  exercised  in  prescribing  Zorprin  for  those  patients  with  bleeding  tendencies  or  those  on 
anticoagulants  □ In  order  to  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  who  have  been  on  prolonged  corticosteroid  therapy  should 
have  their  therapy  tapered  slowly  rather  than  discontinued  abruptly  when  Zorprin  is  made  a part  of  the  treatment  program.  □ Patients  receiving  large 
doses  of  aspirin  and/or  prolonged  therapy  may  develop  mild  salicylate  intoxication  (salicylism)  that  may  be  reversed  by  dosage  reduction  □ Salicylates 
can  produce  changes  in  thyroid  function  tests.  □ Salicylates  should  be  used  with  caution  in  patients  with  severe  hepatic  damage,  preexisting 
hypoprothrombinemia.  Vitamin  K deficiency  and  in  those  undergoing  surgery.  □ Since  aspirin  release  from  Zorprin  is  pH  dependent,  it  may  change  in 
those  conditions  where  the  gastric  pH  has  been  increased  as  a result  of  antacids,  gastric  secretion  inhibitors  or  surgical  procedures,  □ Drug  Interactions: 
(See  WARNINGS)  Aspirin  may  interfere  with  some  anticoagulant  and  antidiabetic  drugs  Drugs  which  lower  serum  uric  acid  by  increasing  uric 
acid  excretion  (uricosurics)  may  be  antagonized  by  the  concomitant  use  of  aspirin,  particularly  in  doses  less  than  2 0 grams/day  Nonsteroidal 
anti-inflammatory  drugs  may  be  competitively  displaced  from  their  albumin  binding  sites  by  aspirin  This  effect  may  negate  the  clinical  efficacy  of  both 
drugs  Also,  the  gastrointestinal  inflammatory  potential  of  nonsteroidal  anti-inflammatory  drugs  may  be  potentiated  by  aspirin  The  combination  of 
alcohol  and  aspirin  may  increase  the  risk  of  gastrointestinal  bleeding  □ Aspirin  may  enhance  the  activity  of  methotrexate  and  increase  its  toxicity 

□ Sodium  excretion  produced  by  spironolactone  may  be  decreased  in  the  presence  of  salicylates  Concomitant  administration  of  other  anti-inflammatory 
drugs  may  increase  the  risk  of  gastrointestinal  ulceration  Urinary  alkalinizers  decrease  aspirin's  effectiveness  by  increasing  the  rate  of  salicylate  renal 
excretion  Phenobarbital  decreases  aspirin's  effectiveness  by  enzyme  induction  □ Pregnancy  Category  D.  See  WARNINGS  Section  □ Nursing  Mothers: 
Salicylates  have  been  detected  in  the  breast  milk  of  nursing  mothers  Because  of  the  potential  for  serious  adverse  reactions  from  aspirin  in  nursing 
infants,  a decision  should  be  made  whether  to  discontinue  nursing  or  discontinue  the  drug,  taking  into  account  the  benefit  of  the  drug  to  the  mother 

□ ADVERSE  REACTIONS:  Hematologic:  Aspirin  interferes  with  hemostasis,  Patiehts  with  a history  of  blood  coagulation  defects  or  receiving  anti- 
coagulant drugs  or  with  severe  anemia  should  avoid  Zorprin  Aspirin  used  chronically  may  cause  a persistent  iron  deficiency  anemia  □ Gastrointestiai: 
Aspirin  may  potentiate  peptic  ulcer,  and  cause  stomach  distress  or  heartburn  Aspirin  can  cause  an  increase  in  occult  bleeding  and  in  some  patients 
massive  gastrointestinal  bleeding  However,  the  greatest  release  of  active  drug  from  Zorprin  is  designed  to  occur  in  the  small  intestine  over  a period  of 
time  This  has  resulted  in  fewer  symptomatic  gastrointestinal  side  effects  □ Allergic:  Allergic  and  anaphylactic  reactions  have  been  noted  when 
hypersensitive  individuals  have  takeh  aspirin  Fatal  anaphylactic  shock,  while  not  common,  has  been  reported  □ Respiratory:  Aspirin  intolerance, 
manifested  by  exacerbations  of  bronchospasm  and  rhinitis,  may  occur  in  patients  with  a history  of  nasal  polyps,  asthma,  or  rhinitis  The  mechanism  of 
this  intolerance  is  unknown  but  may  be  the  result  of  aspirin-induced  shunting  of  prostaglandin  synthesis  to  the  lipoxygenase  pathway  and  the  liberation 
of  leukotrienes,  e.g.  slow-reacting  substance  of  anaphylaxis.  □ Dermatologic:  Hives,  rashes,  and  angioedema  may  occur,  especially  in  patients  suffering 
from  chronic  urticaria.  □ Central  Nervous  System:  Taken  in  overdoses,  aspirin  provides  stimulation  which  may  be  manifested  by  tinnitus  Following  initial 
stimulation,  depression  of  the  central  nervous  system  may  be  noted  □ Renal:  Aspirin  rarely  may  aggravate  chronic  kidney  disease  □ Hepatic:  High  doses 
of  aspirin  have  been  reported  to  produce  reversible  hepatic  dysfunction.  □ OVERDOSAGE:  Overdosage,  if  it  occurs,  would  produce  the  usual  symptoms 
of  salicylism  tinnitus,  vertigo,  headache,  confusion,  drowsines,  sweating,  hyperventilation,  vomiting  or  diarrhea  Plasma  salicylate  levels  in  adults  may 
range  from  50  to  80  mg/dl  in  the  mildly  intoxicated  patient  to  110  to  160'  mg/dl  in  the  severely  intoxicated  patient  An  arterial  blood  pH  of  7.1  may  indicate 
serious  poisoning  The  clearance  of  salicylates  in  children  is  much  slower  than  adults  and  should  receive  due  consideration  when  aspirin  overdosages 
occur  in  infants:  salicylate  half-lives  of  30  hours  have  been  reported  in  infants  4-8  months  old  Treatment  for  mild  intoxication  should  include  emptying 
the  stomach  with  an  emitic,  or  gastric  lavage  with  5%  sodium  bicarbonate  Individuals  suffering  from  severe  intoxication  should,  in  addition,  have  forced 
diuresis  by  intravehous  infusiohs  of  sodium  bicarbonate  and  dextrose  or  sodium  lactate  In  extreme  cases,  hemodialysis  or  peritoneal  dialysis  may  be 
required  □ ('A  plasma  salicylate  level  of  160  mg/dl  in  an  adult  is  usually  considered  lethal ) □ DOSAGE  & ADMINISTRATION:  In  order  to  achieve  a 
zero-order  release,  the  tablets  ol  Zorprin  should  be  swallowed  intact.  □ Breaking  the  tablets  or  disrupting  the  structure  will  alter  the  release  profile  of  the 
drug.  □ It  IS  recommended  that  Zorprin  be  taken  with  sufficient  quantities  of  fluids  (8  oz.  or  more).  □ Adult  Dosage:  For  mild  to  moderate  pain  associated 
with  rheumatoid  arthritis  and  osteoarthritis,  the  recommended  initial  dose  of  Zorprin  is  1600  mg  (2-800  mg  tablets)  twice  a day.  Because  of  Zorprin's 
prolonged  release  of  aspirin  into  the  bloodstream.  Zorprin  tablets  may  be  taken  as  a b i d dose  Further  adjustment  of  the  dosage  should  be  determined 
by  the  physician,  based  upon  the  patient's  response  and  needs  Since  it  will  take  4-6  days  to  reach  steady-state  levels  of  salicylic  acid  with  Zorprin.  it  is 
recommended  dosages  be  given  for  at  least  one  week  before  further  adjustment  In  general,  patients  with  rheumatoid  arthritis  seem  to  require  higher 
doses  of  Zorprin  than  do  patients  with  osteoarthritis  □ Zorprin  is  not  recommended  (or  children  below  the  age  of  12.  □ HOW  SUPPLIED:  Zorprin 
Tablets  800  mg;  plain,  white  capsule-shaped  tablets  □ Bottles  of  100  Tablets  — NDC  0524-0057-01,  □ Caution:  Federal  law  prohibits  dispensing  without 
prescription  □ U S Patent  No  4,308,251  □ Manufactured  and  Distributed  by:  BOOTS  PHARMACEUTICALS,  INC.,  Shreveport,  Louisiana  71106  U.S.A. 

12/8/83  0057-04 


The  structural 
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Traffic  Fatalities  in  Rhode  Island:  Part  II 
The  Timing  of  Accidents  and  the 
Role  of  Marital  Status,  Alcohol,  and 
Psychoactive  Drugs 

The  Role  of  Alcohol  in  Traffic  Fatalities  Is  Again  Emphasized 


Kemi  Nakabayashi,  AB 
Sarah  C.  Aronson,  AB 
Michael  Siegel 
William  Q.  Stumer,  MD 
Stanley  M.  Aronson,  MD 


The  epidemiologic  characteristics  of  traffic  fatali- 
ties in  Rhode  Island  for  the  years  1977-1982  are 
summarized  as  a series  of  papers  appearing  in 
this  Journal.  A total  of  766  traffic  deaths  consti- 
tutes the  basis  for  these  reports,  including  all 
deaths,  “ . . . which  involved  one  or  more  motor- 
ized vehicles,  and  their  loads,  in  motion  on  a 
roadway  which  is  open  to  the  public  and  cus- 
tomarily used  for  motor  vehicle  travel.”' 

The  first  paper  in  this  series  describes 
epidemiologic  observations  concerning  the  traf- 
fic accident  victims  and  their  representation  with- 
in the  Rhode  Island  population  at  risk.^  Approx- 
imately half  of  these  766  traffic  fatalities  were 
males  below  the  age  of  34  years.  The  males  killed 
in  traffic  accidents  were  more  commonly  drivers, 
while  the  females  killed  were  more  likely  to  be 
passengers  or  pedestrians.  The  number  of  traffic 
fatalities  in  persons  above  the  age  of  75  vears  was 
relatively  small  in  this  series,  representing  only 
1.4  per  cent  of  deaths.  As  the  denominator 


From  the  Departments  of  (^omnumily  llealtli  and  I’atfiology. 
Brown  L niversity  Program  in  Medicine,  and  the  Office  of  the 
Metiical  Fxaminer.  Providence.  Rhotfe  tsland. 


This  and  subsequent  papers  in  this  series  represent 
undergraduate  honors  studies  undertaken  at  Brown 
University,  Proi'idence,  Rhode  Island.  .\t  the  present 
time,  Kemi  Xakahayashi  is  a medical  student  at  Case 
Western  Resen'e  CniversiR;  Sarah  C.  .Aronson  is  a 
medical  student  at  Dartmouth  Medical  School;  and 


population,  ie,  elderly  at  risk,  was  substantially 
smaller,  however,  the  age-specific  mortalitv  rates 
of  the  elderly  groups  were  actually  in  the  same 
range  as  the  15-34  year  old  population.  During 
the  six-year  period,  motor  vehicle  driver  deaths 
accounted  for  4 1 .6  per  cent  of  all  traffic  fatalities, 
while  motorcycle  deaths  were  responsible  for  an 
additional  12.7  percent;  passenger  deaths  repre- 
sented 23.0  per  cent  and  pedestrian  deaths  an 
additional  22.6  per  cent  of  the  766  recorded  fatal- 
ities. 

The  present  paper  is  designed  to  identify  some 
of  the  measurable  risk  factors  associated  with 
these  traffic  fatalities  and  to  provide  a quantita- 
tive framework  within  which  these  identified 
risks  are  distributed  in  the  population  of  Rhode 
Island.  If,  as  an  example,  vehicular  failure  is  be- 
lieved to  be  the  primary  cause  of  traffic  deaths,  a 
random  distribution  of  traffic  fatalities  within  the 
population  shoidd  emerge,  after  ap))ropriate 
standardization  for  such  variables  as  miles 
driven,  ambient  weather,  and  circumstances  of 
visibility.  If,  on  the  other  hand,  such  personal 
characteristics  as  age,  marital  status,  and  drinking 
habits  predominate  as  influential  factors,  a statis- 
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Table  1.  — Traffic  Fatalities  in  Rhode  Island: 

Age,  Sex,  and  Month  of  Fatal  Accident 


Male  (Age)  Female  (Age) 


0-14 

15-34 

35-64 

3^65 

Total 

0-14 

15-34 

35-64 

^65 

Total 

January: 

Number 

2 

23 

12 

8 

45 

3 

3 

4 

7 

17 

Per  Cent 

5.1 

6.6 

11 

13.3 

8.1 

13.6 

2.8 

8.5 

19.4 

8.1 

February 

Number 

2 

23 

3 

4 

32 

1 

12 

4 

2 

19 

Per  Cent 

5.1 

6.6 

2.8 

6.7 

5.8 

4.5 

11.3 

8.5 

5.6 

9 

March 

Number 

4 

17 

9 

7 

37 

1 

6 

1 

1 

9 

Per  Cent 

10.6 

4.9 

8.3 

11.7 

6.7 

4.5 

5.7 

2.1 

2.8 

4.3 

April 

Number 

5 

22 

13 

6 

46 

5 

7 

3 

4 

19 

Per  Cent 

12.8 

6.3 

11.9 

10 

8.3 

22.7 

6.6 

6.4 

11.1 

9 

May 

Number 

11 

35 

8 

3 

57 

0 

3 

5 

1 

9 

Per  Cent 

28.2 

10.1 

7.3 

5 

10.3 

0 

2.8 

10.6 

2.8 

4.3 

June 

Number 

3 

51 

9 

1 

64 

1 

8 

6 

0 

15 

Per  Cent 

7.7 

14.7 

8.6 

1.7 

11.5 

4.5 

7.5 

12.8 

0 

7.1 

July 

Number 

2 

33 

7 

8 

50 

2 

8 

3 

1 

14 

Per  Cent 

5.1 

9.5 

6.4 

13.3 

9 

9.1 

7.5 

6.4 

2.8 

6.6 

August 

Number 

1 

34 

12 

3 

50 

3 

12 

2 

2 

19 

Per  Cent 

2.6 

9.8 

11 

5 

9 

13.6 

11.3 

4.3 

5.6 

9 

September 

Number 

4 

25 

7 

6 

42 

2 

17 

2 

4 

25 

Per  Cent 

10.6 

7.2 

6.4 

10 

7.6 

9.1 

16 

4.3 

11.1 

11.8 

October 

Number 

1 

30 

9 

5 

45 

3 

11 

9 

6 

29 

Per  Cent 

2.6 

8.6 

8.3 

8.3 

8.1 

13.6 

10.4 

19.1 

16.7 

13.7 

November 

Number 

3 

27 

11 

3 

44 

1 

12 

4 

1 

18 

Per  Cent 

7.7 

7.8 

10 

5 

7.9 

4.5 

11.3 

8.5 

2.8 

8.5 

December 

Number 

1 

27 

9 

6 

43 

0 

7 

4 

7 

18 

Per  Cent 

2.6 

7.8 

8.3 

10 

7.7 

0 

6.6 

8.5 

19.4 

8.5 

Total  Number 

39 

347 

109 

60 

555 

22 

106 

47 

36 

211 

Total  Per  Cent 

100.7* 

99.9 

100.3 

100 

100 

99.7 

99.8 

100 

100.1 

99.9 

* Because  of  rounding,  some  total  per  cent  figures  may  vary  slightly. 
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tical  correlation  between  these  identified  risk 
categories  and  the  rate  of  traffic  fatalities  should 
be  evident. 

A review  of  records  provided  by  the  Office  of 
the  Medical  Examiner  revealed  information  con- 
cerning the  following  variables,  each  of  which  was 
examined  further  for  nonrandom  distribution: 
time  of  fatal  accident  (month,  day,  hour),  marital 
status  of  victim,  blood  alcohol  concentration  and 
detection  of  illicit  drugs  in  the  victim,  and  type  of 
vehicle. 

Time  of  Accident 

Table  1 summarizes  the  month  of  occurrence  of 
the  766  fatal  accidents  and  further  analyzes  the 
data  according  to  the  age  and  sex  of  the  victims. 
Information  pertaining  to  all  766  victims  is  in- 
cluded, regardless  of  their  status  as  drivers,  pas- 
sengers, or  pedestrians.  Among  the  male  victims 
below  the  age  of  14  years,  67  per  cent  of  the 
deaths  occurred  during  the  spring  and  summer 
months  (observed  to  expected  ratio  (O/E  = 
1.33).*  With  increasing  age,  this  spring  and  sum- 
mer clustering  diminishes  to  a frequency  of  46.7 
per  cent  in  male  victims  aged  65  years  or  older 
(O/E  = 0.93).  A similar  declining  trend  in  spring/ 
summer  fatalities  characterizes  the  female  vic- 


*  The  abbreviation  O/E,  used  in  the  text,  represents  a ratio  of  an 
observed  number  divided  by  an  expected  number.  The  expected  number 
was  determined  by  assuming  a random  distribution  of  cases.  Thus,  if 
O/E  = 1 .0,  this  would  signify  that  the  observed  number  conforms  to  a 
random  distribution;  if  O/E  is  more  than  1 .0,  it  suggests  a clustering 
of  cases,  while  a value  of  less  than  1 .0  indicates  the  reverse. 


tims.  Among  women,  the  percentage  decreases 
from  54.4  per  cent  in  those  below  the  age  of  14 
years  (O/E  = 1 .09)  to  25. 1 per  cent  in  those  older 
than  65  years  of  age  (O/E  = 0.5). 

The  fraction  of  traffic  fatalities  occurring  in 
the  winter,  however,  increases  with  age.  In  males 
below  the  age  of  14  years,  winter  fatalities  account 
for  12.8  per  cent  of  the  recorded  traffic  deaths. 
This  proportion  rises  to  30  per  cent  in  males  aged 
65  years  or  older.  A similar  age-related  increase 
in  the  fraction  of  deaths  taking  place  during  the 
winter  is  seen  with  the  female  victim  population 
where  the  level  rises  from  18.1  per  cent  below  age 
14  years  to  44.4  per  cent  in  females  who  are  65 
years  or  older.  Among  all  traffic  victims  65  years 
of  age  or  older,  28  of  the  96  fatalities  (29.2  per 
cent)  occurred  during  December  and  January, 
constituting  a relative  risk  for  these  months  of 
1.75. 

The  traffic  fatalities  in  Rhode  Island  and  their 
relationship  to  the  day  of  the  week  are  summa- 
rized in  Table  2.  Traffic  fatalities  are  clustered  on 
Fridays,  Saturdays,  and  Sundays,  while  the  fewest 
number  of  deaths  are  recorded  on  Tuesdays. 
This  distribution  corresponds  to  the  pattern  of 
traffic  deaths  during  the  past  ten  years  for  the 
nation  as  a whole.  ^ A weekend  concentration  of 
traffic  fatalities  is  most  dramatically  noted  in  the 
15-34  year  age  group.  This  clustering  of  traffic 
fatalities,  however,  does  not  appear  in  victims 
below  the  age  of  14  years  ancl  is  negligible  in 
victims  above  the  age  of  65  years.  Table  2 also 
provides  the  ratios  of  observed  and  expected 


Table  2.  — Traffic  Fatalities  in  Rhode  Island: 
Day  of  Fatality  and  Age  of  Victim 


0-14 

Age 

15-34 

35-64 

^65 

Total 

Percentage 

Rl 

Distribution 

ust 

Sunday 

11 

81 

29 

12 

133 

17.4 

16.8 

Monday 

9 

58 

18 

18 

103 

13.4 

10.9 

Tuesday 

9 

38 

14 

11 

72 

9.4 

10.7 

Wednesday 

9 

38 

17 

15 

79 

10.3 

11.3 

Thursday 

7 

47 

18 

13 

85 

11.1 

12.3 

Friday 

11 

62 

31 

8 

112 

14,6 

16.7 

Saturday 

5 

129 

29 

19 

182 

23.8 

21.3 

Total 

61 

453 

156 

96 

766 

100.0 

100.0 

Weekend:  observed 

16 

210 

58 

31 

315 

Weekend:  expected* 

17,4 

129,4 

44.6 

27.4 

218.9 

Ratio  (0  E) 

0.92 

1.62 

1.30 

1.13 

1.44 

‘Expected  weekend  fatalities  assuming  a random  distribution  of  traffic  fatalities 
tSource:  Fatal  Accident  Reporting  System 
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Table  3.  — Traffic  Fatalities  in  Rhode  Island: 
Hour  of  Fatality,  Age,  and  Sex 


Hour  of  Day* 

0-14 

Age 

15-34 

35-64 

^65 

Total 

Percentage  Per 
Time  Interval 

1-  3 

1 

121 

19 

3 

144 

25.9 

4-  6 

0 

12 

2 

1 

15 

2.7 

7-  9 

1 

9 

5 

5 

20 

3.6 

10-12 

2 

8 

7 

13 

30 

5.4 

MALE 

13-15 

9 

22 

16 

11 

58 

10.5 

16-18 

16 

32 

12 

8 

68 

12.3 

19-21 

8 

50 

23 

13 

94 

16.9 

22-24 

2 

93 

25 

6 

126 

22.7 

Total 

39 

347 

109 

60 

555 

100.0 

1-  3 

1 

43 

5 

0 

49 

23.2 

4-  6 

1 

2 

2 

0 

5 

2.4 

7-  9 

1 

2 

3 

4 

10 

4.7 

10-12 

0 

5 

2 

9 

16 

7.6 

FEMALE 

13-15 

1 

7 

5 

8 

21 

10.0 

16-18 

10 

10 

9 

9 

38 

18.0 

19-21 

5 

13 

11 

5 

34 

16.1 

22-24 

3 

24 

10 

1 

38 

18.0 

Total 

22 

106 

47 

36 

211 

100.0 

'A  24-hour  clock  is  used 


weekend  fatalities  tabulated  according  to  the  age 
of  the  victim. 

Traffic  fatalities,  analyzed  bv  hour  of  accident, 
age,  and  sex  of  victim  are  detailed  in  Table  3.  One 
of  every  four  traffic  fatalities  in  Rhode  Island 
occurs  between  midnight  and  3 am.  Most  of  the 
male  fatalities  (66.5  per  cent)  occur  during  the 
nine-hour  period  from  6 pm  to  3 am,  and  57.3 
per  cent  of  the  female  traffic  accident  victims  are 
similarly  clustered  within  this  interval.  A late 
night  concentration  of  fatal  accidents,  however,  is 
not  evident  in  victims  younger  than  14  years  of 
age.  Indeed,  49  of  the  61  fatalities  (80.3  per  cent) 
in  this  age  group  happened  during  the  nine-hour 
daylight  interval  from  noon  to  9 pm.  In  contrast, 
437  of  the  609  victims  between  the  ages  of  15  and 

64  vears  (71.8  per  cent)  were  invoked  in  fatal 
accidents  between  the  hours  of  6 pm  and  3 am. 
Contrary  to  the  time  pattern  of  fatalities  in  per- 
sons aged  15  to  64  years,  the  elderly  appear  to  be 
somewhat  more  vulnerable  to  traffic  fatalities 
during  the  midday  and  afternoon  hours.  Fifty- 
eight  of  the  96  fatalities  in  individuals  older  than 

65  years  of  age  (60.4  per  cent)  took  place  between 
the  hours  of  9 am  and  6 pm. 

Marital  Status 

The  marital  status  of  the  traffic  victims  in  this 
series,  analvzed  bv  sex,  is  summarized  in  Table  4. 


These  data  are  compared  to  similar  information 
provided  by  the  US  Census  Bureau  concerning 
the  marital  status  in  1980  of  the  Rhode  Island 
population  as  a whole. ^ Male  traffic  victims,  re- 
gardless of  age,  constitute  a lower  proportion 
who  were  married.  They  represent  a correspond- 
ingly higher  percentage  who  were  either  single  or 
“other”  (divorced,  separated,  or  widowed).  When 
compared  with  the  total  Rhode  Island  popula- 
tion, the  group  of  male  traffic  victims  contains 
substantially  more  individuals  who  are  divorced, 
separated,  or  widowed.  This  lower  frequency  of 
marriage  also  is  apparent  among  female  traffic 
victims  between  the  ages  of  25  and  64  years. 

Blood  Alcohol  and  Psychoactive 
Drug  Concentration 

Information  concerning  postmortem  blood  alco- 
hol concentrations  was  available  for  approx- 
imately 90  percent  of  the  766  traffic  deaths  which 
occurred  during  the  six-year  period.  Table  5 
summarizes  the  mean  blood  alcohol  concentra- 
tions according  to  the  status  of  the  victim,  ie, 
driver,  passenger,  or  pedestrian.  In  the  691  vic- 
tims where  the  blood  alcohol  concentration  was 
determined,  a measurable  level  of  alcohol  was 
detected  in  369  victims  (53.4  per  cent).  For  the 
purpose  of  this  study,  a blood  alcohol  concentra- 
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tion  of  0.06  gm  per  cent  was  adopted  as  the 
threshold  level  for  determining  the  clinical 
effects  of  alcohol.  In  most  jurisdictions,  including 
Rhode  Island,  the  level  of  “legal”  intoxication  is 
established  as  0. 1 gm  per  cent.  Some  59.7  percent 
of  the  drivers  killed  in  traffic  accidents  revealed 
concentrations  which  met  or  exceeded  the 
threshold  point  of  0.06  gm  per  cent.  Among 
those  fatally  injured  drivers  where  blood  alcohol 
was  measured,  15.3  per  cent  showed  blood  con- 
centrations in  excess  of  0.26  gm  per  cent. 

Significant  blood  alcohol  concentrations  were 
not  confined  to  the  fatally  injured  motor  vehicle 
drivers.  Some  46.3  per  cent  of  the  fatally  injured 
passengers  and  24.3  per  cent  of  the  fatally  strick- 
en pedestrians  also  had  concentrations  at  or 
above  0.06  gm  per  cent.  Indeed,  if  children  are 
deleted  from  the  denominator,  the  degree  of 
blood  alcohol  concentration  among  pedestrian 
victims  approximates  that  of  the  fatally  injured 
drivers. 

In  Table  6,  the  blood  alcohol  concentrations 
are  related  to  the  sex  of  the  victim  and  the  hour  of 
the  accident.  About  80  per  cent  of  all  victims 
killed  between  the  hours  of  midnight  and  3 am 
demonstrate  alcohol  levels  at  or  above  0.06  gm 
per  cent.  In  contrast,  during  the  period  from 
sunrise  to  noon,  only  a negligible  number  of  acci- 
dents are  associated  with  elevated  blood  alcohol. 


Of  the  70  fatalities  recorded  between  6 am  and 
noon,  only  6 (8.6  per  cent)  were  determined  to 
have  blood  alcohol  concentrations  at  or  above  the 
0.06  gm  per  cent  threshold. 

Table  7 relates  three  variables,  marital  status, 
sex,  and  blood  alcohol  concentration,  as  risk  fac- 
tors which  may  affect  traffic  fatalities.  Among 
males,  the  highest  alcohol  concentrations  were 
present  in  divorced,  single,  or  separated  victims. 
A similar  finding  is  evident  among  female  vic- 
tims. The  lowest  incidence  of  blood  alcohol  con- 
centrations at  or  above  0.06  gm  per  cent  occurs  in 
those  who  are  either  married  or  widowed.  The 
higher  frequencies  of  significant  blood  alcohol 
concentrations  in  single,  widowed,  or  separated 
victims  becomes  even  more  dramatic  when  vic- 
tims younger  than  1 5 years  of  age  and  older  than 
65  years  are  excludecl  from  the  computations. 

Table  8 analyzes  the  319  fatally  injured  drivers 
in  terms  of  age  and  blood  alcohol  concentration. 
Among  those  driver  fatalities  with  determined 
blood  alcohol  concentrations,  the  percentage 
showing  the  absence  of  blood  alcohol  rises  with 
increasing  age  in  both  males  and  females.  In  only 
10  per  cent  of  fatally  injured  male  drivers  and 
28.6  per  cent  of  fatally  injured  female  drivers 
above  the  age  of  65  years  has  alcohol  been  de- 
tected in  the  blood  stream. 

Semi-quantitative  analyses  of  various  psycho- 


Table  4.  — 

Traffic  Fatalities  in  Rhode  Island: 
Marital  Status  (Per  Cent)  and  Sex* 

15-24 

25-34 

35-44 

Age 

45-54 

55-64 

65-74 

in 

h- 

A\ 

Males;  Traffic  Fatalities 

Single 

90.7 

36.6 

15.4 

5.0 

4.2 

14.8 

7.1 

Married 

7.0 

49.5 

66.7 

77.5 

75.0 

55.6 

53.6 

Other 

2.3 

13.9 

17.9 

17.5 

20.8 

29.6 

39.3 

Males:  Rhode  Island 

Single 

88.2 

27.4 

9.1 

7.2 

7.6 

7.2 

6.5 

Married 

10.8 

64.7 

81.2 

83.0 

82.9 

78.0 

64.6 

Other 

1.0 

7.9 

9.7 

9.8 

9.5 

14.8 

28.9 

Females:  Traffic  Fatalities 

Single 

85.5 

31.3 

13.3 

0 

18.2 

0 

26.1 

Married 

12.9 

50.0 

60.0 

78.6 

36.4 

60.0 

17.4 

Other 

1.6 

18.7 

26.7 

21.4 

45.4 

40.0 

56.5 

Females:  Rhode  Island 

Single 

79.1 

17.7 

7.4 

7.3 

7.7 

10.8 

13.2 

Married 

18.4 

68.9 

76.0 

75.9 

67.8 

46.5 

18.6 

Other 

2.5 

13.4 

16.6 

16.8 

24.5 

42.7 

68.2 

'The  age-stratified  marital  status  of  the  total  male  and  female  population  of  Rhode  Island  for  the  year  1980,  expressed  as  percentages,  was 
computed  from  US  Bureau  of  the  Census  tapes.  The  age-stratified  marital  status  of  the  traffic  fatalities  was  based  only  on  those  cases  where  the 
status  was  known  (701  of  766  fatalities,  or  91 .5  per  cent) 
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active  pharmacologic  agents  were  performed  on 
the  postmortem  sera  of  673  traffic  fatality  vic- 
tims. Positive  reactions  for  a marijuana  metabo- 
lite (A  -9  tetrahydrocannabinol,  A 9THC)  were 
obtained  in  4.5  per  cent  of  male  victims  and  2.2 
per  cent  of  female  victims.  The  presence  of  bar- 
biturates was  determined  in  0.8  per  cent  of  males 
and  2.2  per  cent  of  females.  Approximately  6.8 
per  cent  of  all  victims  revealed  some  psychoactive 
substance  in  detectable  concentrations. 

An  attempt  was  made  to  determine  whether 
any  of  these  agents  were  used  in  conjunction  with 
alcohol.  About  47.3  per  cent  of  all  victims  had 
blood  alcohol  levels  at  or  above  0.06  gm  per  cent. 
Of  those  with  detectable  barbiturate  concentra- 
tions, about  37.5  per  cent  had  alcohol  levels  at  or 
above  0.06  gm  per  cent.  All  of  those  with  detect- 
able A 9THC  concentrations  had  concurrent 
alcohol  levels  at  the  threshold  le\el. 

Type  and  Age  of  Vehicle 

Among  driver  fatalities,  excluding  motorcycle 
deaths,  56.1  percent  of  the  victims  were  driving  a 
conventional  sedan,  36.8  per  cent  a compact 
automobile,  and  7.1  per  cent  a truck.  Among 
pedestrian  deaths,  the  tvpe  of  vehicle  responsible 
for  the  fatal  accident  included  sedans  (59.1  per 
cent),  compact  automobiles  (18.2  per  cent), 
trucks  (15.9  per  cent),  and  motorcycles  (6.8  per 
cent). 

In  most  instances,  the  age  of  the  vehicle  was 
recorded.  The  vehicle  was  older  than  six  years  in 
47.2  per  cent  of  fatal  accidents,  between  two  and 
six  years  old  in  24.2  per  cent,  and  less  than  two 


years  old  in  28.6  per  cent. 

Discussion 

Traffic  injuries  and  traffic  fatalities  are  not  dis- 
tributed randomly.  Rather,  they  tend  to  cluster 
around  certain  times  of  the  day,  week,  or  year; 
certain  terrains  or  settings;  and  certain  types  of 
persons.  The  findings  of  this  study  corroborate 
the  conclusions  of  others  that  the  times  of 
greatest  risk  for  children  are  the  months  of 
March,  April,  and  May.  Most  fatal  traffic  acci- 
dents involving  children  below  the  age  of  14  years 
occur  during  the  spring  and  summer  months 
when  the  daylight  hours  are  extended  and  chil- 
dren are  more  likely  to  play  in  or  near  streets. 
While  the  number  of  miles  driven  per  person 
diminishes  in  the  winter  months,  the  likelihood  of 
driver  fatality  increases,  especially  among  older 
drivers. 

The  day  of  the  week  represents  another 
skewed  pattern.  Most  fatal  accidents  on  Rhode 
Island  roads  take  place  consistently  between  Fri- 
day evening  and  Sunday.  This  weekend  cluster- 
ing, however,  is  apparent  only  with  the  driver 
fatalities,  especially  those  between  the  ages  of  18 
and  35  years.  Most  of  the  fatal  accidents  in  per- 
sons below  the  age  of  14  years  and  above  the  age 
of  65  involve  pedestrians  or  passengers  rather 
than  drivers.  Pedestrian  and  passenger  deaths 
are  more  randomly  distributed  throughout  the 
week. 

While  the  peak  hours  for  driver  fatalities  are 
largely  between  midnight  and  3 am,  pedestrian 
fatalities,  in  contrast,  are  more  common  in  the 
daylight  hours. 


Table  5.  — Traffic  Fatalities  in  Rhode  Island: 

Status  of  Victim  and  Blood  Alcohol  Concentration 


Blood  Alcohol  Concentration  (gm  per  cent) 

Number  and  Per  Cent 


Status  of  Victim 

Number 

Not  Measured 

0 

0-0.05 

0.06-0.25 

5=0.26 

^0.06* 

Motor  Vehicle: 

Driver 

319 

31 

102 

14 

128 

44 

172/288  = 59.7% 

Passenger 

Motorcycle: 

164 

15 

62 

18 

57 

12 

69/149  = 46.3% 

Driver 

97 

6 

44 

5 

34 

8 

42/91  =46.2% 

Passenger 

12 

1 

3 

1 

7 

0 

7/11  =63.6% 

Pedestrian 

173 

21 

111 

4 

30 

7 

37/152  = 24.3% 

Unknown 

1 

1 

0 

0 

0 

0 

0/0  = 0.0% 

Total 

766 

75 

322 

46.6%** 

42 

6.1% 

256 

37.0% 

71 

10.3% 

327/691  =47.3% 

'Percentage  determined  by  total  number  of  fatalities  with  blood  alcohol  concentrations  greater  than  0.06  gm  per  cent  divided  by  number  of  deaths  in 
which  blood  alcohol  concentrations  have  been  determined 

fPercent  of  those  fatalities  in  which  blood  alcohol  concentrations  were  determined  (691  of  the  766  fatal  cases  studied) 
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Table  6.  — Traffic  Fatalities  in  Rhode  Island: 

Hour  of  Fatality  and  Blood  Alcohol  Concentration 


Hour  of  Day* 

Not 

Measured 

0 

0-0.05 

Blood  Alcohol  Concentration  (gm  per  cent) 

0.06-0.25  >0.26  Number  and  Per  Cent  5^0.064 

1-  3 

11 

17 

9 

89 

18 

107  133 

= 

80.5% 

4-  6 

1 

6 

0 

6 

2 

8/14 

= 

57.1 

LU 

7-  9 

1 

17 

1 

1 

0 

1/19 

= 

5.3 

—1 

10-12 

3 

26 

0 

1 

0 

1/27 

= 

3.7 

13-15 

11 

32 

3 

9 

3 

12/47 

= 

25.5 

16-18 

6 

44 

1 

13 

4 

17/62 

= 

27.4 

19-21 

11 

45 

2 

28 

8 

36  83 

= 

43.4 

22-24 

7 

34 

11 

56 

18 

74  119 

= 

62.2 

Total 

51 

221 

27 

203 

5 

256/504 

= 

50.8% 

1-  3 

2 

5 

5 

27 

10 

37  47 

= 

78.7% 

4-  6 

0 

2 

2 

1 

0 

1/5 

= 

20.0 

LU 

7-  9 

0 

9 

0 

0 

1 

1/10 

10.0 

_l 

< 

10-12 

2 

11 

0 

2 

1 

3/14 

= 

21.4 

13-15 

0 

19 

1 

1 

0 

121 

= 

4.8 

U- 

16-18 

10 

20 

2 

6 

0 

6/28 

= 

21.4 

19-21 

6 

17 

3 

5 

3 

8 28 

= 

28.6 

22-24 

4 

18 

2 

11 

3 

14/34 

= 

41.2 

Total 

24 

101 

15 

53 

18 

71/187 

38.0% 

*A  24-hour  clock  is  used 

tnumerator  = number  of  fatalities  with  blood  alcohol  concentrations  >0.06  gm  per  cent 
denominator  = number  of  fatalities  in  which  blood  alcohol  concentrations  have  been  determined 


Table  7.  — Traffic  Fatalities  in  Rhode  Island: 

Marital  Status  and  Blood  Alcohol  Concentration 


Not 

Blood  Alcohol  Concentration  (gm  per  cent) 

Measured 

0 

0-0.05 

0.06-0.25 

0.16-0.25 

>0.26 

Per  Cent  >0.06* 

Single 

22 

76 

17 

66 

50 

20 

59.4% 

LU 

-J 

Married 

15 

82 

5 

19 

31 

19 

44.2 

Widowed 

4 

12 

1 

4 

2 

0 

31.6 

< 

Divorced 

4 

9 

2 

3 

5 

6 

56.0 

Separated 

0 

1 

0 

3 

2 

1 

85.7 

Status  Unknown 

3 

12 

1 

5 

13 

7 

65.8 

48 

192 

26 

100 

103 

53 

54.0% 

LU 

_) 

Single 

9 

28 

7 

14 

9 

9 

47.8% 

Married 

7 

29 

3 

6 

10 

3 

37.3 

< 

Widowed 

3 

16 

2 

3 

0 

1 

18.2 

LU 

Divorced 

0 

1 

2 

2 

3 

1 

66.7 

Separated 

0 

2 

0 

0 

0 

0 

0 

Status  Unknown 

0 

11 

1 

1 

5 

4 

45.5 

19 

87 

15 

26 

27 

18 

41 .0% 

'numerator  = number  of  fatalities  with  blood  alcohol  concentrations  >0.06  gm  per  cent 
denominator  = number  of  fatalities  in  which  blood  alcohol  concentrations  have  been  determined 
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Table  8.  — Traffic  Fatalities  in  Rhode  Island: 

Driver  Fatalities,  Age,  and  Blood  Alcohol  Concentration 


15-24 

25-34 

Age  of  Driver-Victim 
35-44  45-54  55-64 

^65 

Total  (1 5 -H) 

Number  of  Male  Driver  Fatalities: 

100 

54 

24 

27 

16 

25 

246 

Number  of  BAG  Not  Measured 

11 

4 

1 

3 

1 

5 

25 

Number  of  Positive  BAG 

68 

39 

18 

14 

6 

2 

147 

Number  of  Negative  BAG 

21 

11 

5 

10 

9 

18 

74 

Percentage  of  Negative  BAG* 

23.6 

22 

21.7 

41.7 

60 

90 

33.5 

Number  of  Female  Driver  Fatalities: 

22 

20 

11 

6 

6 

8 

73 

Number  of  BAG  Not  Measured 

1 

1 

1 

1 

1 

1 

6 

Number  of  Positive  BAG 

17 

14 

4 

1 

1 

2 

39 

Number  of  Negative  BAG 

4 

5 

6 

4 

4 

5 

28 

Percentage  of  Negative  BAG* 

19 

26.3 

60 

80 

80 

71.4 

41.8 

’Percentage  = Number  of  negative  BAG  Number  measured  x 100 


When  marital  status  was  studied  as  an  indepen- 
dent variable,  the  highest  age-specific  mortality 
rates  were  encountered  in  those  of  either  sex  who 
were  divorced,  separated,  or  single. 

The  Office  of  the  Medical  Examiner  routinely 
examines  the  blood  of  traffic  accident  victims  for 
alcohol  and  a varietv  of  psvchoactive  drugs.  A 
measurable  concentration  of  alcohol  was  found 
in  most  driver  fatalities,  especially  those  killed  in 
late  night  accidents.  A substantial  proportion  of 
stricken  passengers  and  pedestrians  also  have  ele- 
vated blood  alcohol  levels.  As  the  age  of  the  victim 
increases,  alcohol  appears  to  play  a less  significant 
role,  an  observation  previously  made  by  others.’’ 
Psvchoactive  drugs  were  detected  in  close  to  7 
per  cent  of  the  traffic  deaths.  When  marijuana 


was  identified,  it  was  invariably  associated  with 
alcohol  and  predominantly  in  fatal  accidents 
occurring  between  midnight  and  3 am.  The  fre- 
quency of  marijuana  detection  was  substantially 
higher  in  fatally-injured  drivers  than  in  fatally- 
injured  passengers  or  pedestrians. 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Sanford  L.  Schatz,  MD 
Howard  R.  Cohen,  MD 
Allan  M.  Deutsch,  MD 
Michael  J.  Ryvicker,  MD 

Department  of  Radiology 
The  Miriam  Hospital 
Providence,  Rhode  Island  02906 


History 

This  young  patient  complained  of  pressure  in 
her  ear  and  had  a conductive  hearing  loss. 


Fig  1.  Coronal  tomographic  view  through  the  petrous 
bone  and  middle  ear. 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

In  the  computed  tomographic  (CT)  scan,  the 
coronal  slices  show  a small  sharply  defined  mass 
in  the  hypotympanum  abutting  on  the  lower  tym- 
panic membrane  (Fig  2-arrow).  There  is  no  bone 
erosion.  An  air  lucency  extends  beneath  the  mass, 
placing  its  origin  in  the  tympanic  cavity.  This  was 
confirmed  by  arteriography  and  venography. 

Diagnosis 

Glomus  tympanicum  tumor. 

Discussion 

This  glomus  tympanicum  tumor  belongs  to  a 
group  of  lesions  also  known  as  chemodectomas  or 
non-chromaffin  paragangliomas.  They  are 
named  after  their  site  of  origin  and  arise  from 
chemoreceptor  cells  of  neural  crest  origin  in  the 
jugular  fossa,  middle  ear,  carotid  body,  ganglion 
nodosum,  aortic  arch,  innominate  artery,  pul- 
monary artery,  mediastinum,  retroperitoneal 
area,  abdominal  aorta,  and  on  lung  surfaces. 
.\lthough  usually  benign,  they  may  be  mul- 
ticentric and  may  even  metastasize  through  the 
lymphatic  system  or  blood  stream. 

In  the  ear,  these  tumors  arise  within  the  tym- 
panic plextis  of  the  ninth  nerve  and  are  known  as 
glomus  tympanicum  tumors  or  from  the  adventi- 
tia of  the  jugular  bulb,  in  which  case  they  are 
known  as  glomus  jugulare  tumors.  As  the  mass 
grows,  however,  it  mav  extend  from  the  original 
site  to  an  adjacent  area,  making  the  exact  site  of 
origin  difficult  to  determine.  They  are  commonly 
referred  to  as  glomusjugulotympanicum  tumors. 
There  is  a slight  female  predominance  and  famil- 
ial occurrence. 

In  the  ear,  these  tumors  may  destroy  and  erode 
the  inferior  aspects  of  the  petrous  ])yramid;  they 
may  extend  posteriorly  to  erode  the  jugular 
tubercle  and  extend  into  the  hypoglossal  canal. 
Extension  into  the  foramen  magnum,  intracra- 
nial fossa,  and  the  region  of  the  cerebellar  pon- 
tine angle  have  been  reported.  The  tumor  may 
present  as  an  expansile  ])ulsating  mass  in  the  mid- 
dle ear  to  be  differentiated  on  otological  ex- 
amination from  a serous  otitis. 

Selective  internal  and  external  carotid  angi- 
ography and  venography  are  suggested  to  dem- 
onstrate the  highly  vascular  nature  of  the  mass 


Fig  2.  Coronal  view  through  the  middle  ear  cavity  show- 
ing the  soft  tissue  mass  in  the  hypotympanum. 


and  vascular  supply,  and  compression  on  the 
venous  structures.  These  studies  also  confirm  the 
nature  of  the  tumor  and  exclude  the  possibility 
that  the  pulsating  structure  is  the  petrous  portion 
of  the  internal  carotid  artery  or  the  jugular  bulb, 
both  of  which  may  enter  the  middle  ear  aberrant- 
ly. These  studies  also  rule  out  an  aneurvsm  of  the 
petrous  carotid  artery  extending  into  the  middle 
ear  cavity.  A computed  tomographic  scan  is  con- 
sidered to  be  the  examination  of  choice  for  show- 
ing the  anatomical  configuration  of  the  mass,  its 
displacement  of  adjacent  structures,  and  the 
areas  of  bone  destruction. 
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Alzheimer’s  Disease  Presenting  as 
Slowly  Progressive  Aphasia 


This  May  Be  the  First  Reported  Case  of  This  Sequence 

Srecko  Pogacar,  MD 
Roger  S.  Williams,  MD 


Progressive  aphasia  in  mid  to  late  life  suggests  a 
diagnosis  of  cerebral  neoplasm.  Subacute  aphasia 
may  also  occur  as  a sequel  of  cerebral  trauma  and 
occult  vascular  disease  in  the  elderly,*  or  as  the 
first  symptom  of  cerebral  degenerative  disorders, 
including  Pick’s  disease*^'^  and  others  which  are 
not  yet  well  classified  on  neuropathological 
examination.^  The  case  reported  here  is  that  of  a 
man  in  his  50s  who  developed  a lluent  subacute 
aphasia  that  was  the  initial  symptom  of  a slowly 
evolving  cerebral  degenerative  disorder  con- 
firmed to  be  Alzheimer’s  disease  on  neuropatho- 
logical examination.  Although  language  dis- 
orders are  frequently  encountered  during  the 
course  of  Alzheimer’s  disease,  to  our  knowledge 
this  is  the  first  case  reported  in  which  aphasia  was 
the  initial  and  most  prominent  clinical  symptom. 

Case  Report 

A right-handed  insurance  salesman  developed  a 
progressive  language  impairment  at  the  age  of  56 
years.  Proximate  to  the  onset  of  neurological 
symptoms,  he  had  fallen  down  a flight  of  stairs 
with  apparently  minor  injury  to  his  head  and 
right  shoulder.  He  had  always  been  in  good 
health  with  no  past  history  of  hypertension,  car- 


Srecko  Pogacar,  MI),  Clinical  Associate  Professor  of 
Pathology,  Brown  University  Program  in  Medicine, 
Providence,  Rhode  Island;  Lecturer  on  S europatholo- 
gy,  Harvard  Medical  School;  Clinical  Director,  Gener- 
al Hospital,  Rhode  Island  Medical  Center,  Cranston, 
Rhode  Island;  and  Chief,  Psychiatric  Seri'ices,  Kent 
County  Memorial  Hospital,  \Varwick,  Rhode  Island. 

Roger  S.  Williams,  MI),  Assistant  Professor  of  Xeurol- 
ogy.  Harvard  Medical  School,  Boston;  and  Associate 
S europathologist,  Eunice  Kennedy  Shriver  Center, 
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diovascular  disease,  or  punctuated  episodes  of 
neurological  deficit  suggestive  of  cerebrovascular 
disease.  The  initial  symptoms  were  subtle,  con- 
sisting primarily  of  word-finding  deficits.  Be- 
tween six  and  twelve  months  after  onset,  howev- 
er, his  skills  in  propositional  speech  and  writing 
deteriorated  to  the  extent  that  he  had  to  quit 
work.  His  mathematical  skills  remained  intact, 
and  he  managed  his  financial  affairs  effectively 
for  the  first  ten  to  twelve  months.  Toward  the  end 
of  the  first  year,  he  developed  progressive  diffi- 
culty in  dressing,  especially  in  orienting  pullover 
shirts  and  in  tying  shoelaces.  However,  he  con- 
tinued to  pursue  effectively  his  favorite  hobbies 
of  woodworking  and  gardening  and  continued  to 
drive  without  apparent  difficulty.  Neurologic  ex- 
amination at  another  hospital  was  normal  except 
for  the  previously  mentioned  language  deficits. 
The  brain  wave  (EEC)  and  radionuclide  cis- 
ternogram  were  normal,  and  computed  tomo- 
graphic (CT)  brain  scan  was  mildly  abnormal  be- 
cause of  atrophy  of  the  left  temporal  lobe  and 
enlargement  of  the  left  lateral  ventricle  (Fig  1). 

When  first  seen  by  one  of  us  (RSW)  approx- 
imately 1 6 months  after  the  onset  of  his  illness,  he 
exhibited  a lluent  aphasia  with  seemingly  normal 
affect  and  deportment.  There  were  frequent  par- 
aphasic  errors,  circumlocutions,  and  pauses  with 
word-finding  difficulty,  especially  for  jrroper 
names.  Paraphasic  and  grammatical  errors  were 
also  made  on  repetitive  tests.  While  he  committed 
fewer  errors  when  reading  aloud,  his  reading 
comprehension  was  poor.  He  could  sign  his  name 
and  write  his  address  legiblv,  but  could  not  write  a 
grammatical  sentence.  Calculations  were  done 
j)oorly,  and  there  was  left-tight  confusion.  He 
followed  two  and  three  step  commands  with 
minimal  difficultv  and  could  mimic  the  use  of 
scissors,  toothbrush,  comb,  and  razor  to  verbal 
cues.  He  was  unable  to  button  his  clothing  sue- 


cessfully.  When  presented  with  an  outline  map  of 
the  United  States,  he  recognized  it  as  such  and 
could  point  to  the  location  of  major  cities  pre- 
sented verbally.  Although  he  copied  complex 
geometric  figures  poorly,  he  was  able  to  draw  a 
diagram  of  the  lloor  plan  of  his  house  and  of  his 
garden  which,  according  to  his  wife,  was  quite 


Fig  1 . X-ray  computed  tomographic  scan  performed  two 
years  after  onset  of  illness  demonstrates  mild  atrophy  of 
the  left  temporal  lobe  and  significant  dilatation  of  the  left 
lateral  ventricle. 

accurate.  When  presented  with  photographs  of 
popular  personalities,  he  could  not  identify  them 
bv  name,  but  could  demonstrate  recognition  by 
describing  their  salient  personal  characteristics. 
His  visual  and  spatial  memory  were  intact,  and  he 
was  aware  of  many  current  events.  A general 
physical  examination  was  normal,  and  neurolog- 
ical examination  revealed  slowing  and  irregular- 
itv  of  rapid  alternating  movements  performed 
with  the  right  hand. 

Over  the  next  three  months  his  right  arm  be- 
came progressively  clumsier,  and  he  lost  the  abil- 
ity to  use  a telephone  effectively.  He  could  still 
follow  most  commands  and  insisted  that  he 
understood  what  others  said.  Quick  irregular 
muscle  jerks  in  his  right  arm  appeared  for  the 
first  time.  A repeat  EECi  was  abnormal  because  of 
shifting  theta  and  delta  slowing  and  sharp  waves 
which  appeared  bilaterally  over  the  frontal  and 
temporal  regions,  although  more  so  on  the  left 
side.  Ehe  lumbar  spinal  ojjening  pressure  was 
180  mm  of  cerebrospinal  fluid,  which  contained 
58  per  cent  mg  protein  and  no  cells. 

Non-invasive  studies  of  the  carotid  circulation 
were  normal.  Tests  of  cerebral  blood  flow  and 
oxygen  utilization  demonstrated  reduced  values 
over  both  hemispheres  without  asymmetries. 
The  Wechsler  Adult  Intelligence  Scale  yielded  a 
full-scale  score  of  90  without  significant  discrep- 


ancies between  the  aggregate  verbal  and  per- 
formance scores.  Some  variations,  however,  were 
observed  among  the  WAIS  subtests,  especially  in 
the  verbal  scale.  Mental  calculations,  such  as  serial 
sevens,  were  performed  poorly,  and  his  digit 
span  was  three  forward  and  two  backward.  He 
scored  in  the  defective  range  on  the  Wechsler 
Memory  Scale  and  performed  poorly  on  the 
Bender-Gestalt,  Ravens  Matrices,  and  Benton 
Visual  Retention  Tests.  There  was  no  apparent 
visual  agnosia. 

Although  he  frequently  seemed  appropriately 
despondent  over  his  progressive  deficits  during 
the  first  two  years  of  his  illness,  his  depression 
gradually  lessened  and  he  often  seemed  in- 
appropriately jocular.  His  wood-working  and 
gardening  skills  declined,  and  he  was  forced  to 
stop  driving  because  of  his  increasingly  erratic 
performance.  Coordination  of  his  right  arm  de- 
teriorated as  a result  of  myoclonus.  He  was  vir- 


Flg  2.  Left  lateral  view  of  the  brain  showing  moderate  to 
severe  generalized  atrophy,  accentuated  in  the  tempo- 
ral lobe  (long  arrow)  and  frontal  operculum  (short 
arrow). 

tually  unable  to  communicate  through  speech  or 
gestures  and  auditory  comprehension  was  also 
impaired.  Although  he  displayed  some  dexterity, 
could  walk  tandem,  and  exhibited  normal  muscu- 
lar tone  and  down-going  toes,  he  had  lost  all 
self-help  skills  due  to  apparent  apraxia.  During 
the  third  and  fourth  years  of  his  illness,  myoclo- 
nus worsened  and  spread  to  all  four  extremities, 
while  his  gait  and  balance  were  relatively  pre- 
served. He  developed  a prominent  blepharo- 
spasm and  bilateral  grasping.  Bowel  and  bladder 
function  were  retained.  Tests  of  thyroid,  liver, 
renal,  and  bone  marrow  function  remained  nor- 
mal throughout  the  illness. 

When  examined  by  one  of  us  (SP)  four  years 
after  onset  of  the  illness,  the  patient,  who  was 
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then  59  years  old,  appeared  alert  with  fluent 
speech  that  was  completely  incoherent.  He  re- 
sponded to  his  name  and  apparently  recognized 
his  wife,  but  not  his  sister.  He  could  not  properly 
hold  or  use  a pencil.  Snout  and  suck  reflexes  were 
present;  he  bit  the  tongue  depressor  and  would 
not  release  it.  There  was  generalized  myoclonus 
made  worse  with  intention;  deep  tendon  reflexes 
were  uniformly  brisk,  and  plantars  remained 
flexor.  He  demonstrated  an  abnormal  gait  by 
walking  bent  slightly  forward  and  shuffling  his 
feet  along  the  floor,  but  retained  his  balance. 
During  the  last  two  years  of  his  life,  he  developed 
generalized  seizures,  which  were  controlled  with 
appropriate  medication,  and  deteriorated  at  a 
more  rapid  pace.  He  declined  gradually  to  a 
vegetative  state  and  died  at  age  62  of  aspiration 
pneumonia,  six  years  after  the  onset  of  his  illness. 

Neuropathologic  Findings 

The  brain  weighed  1108  g.  The  gross  examina- 
tion after  formaldehyde  fixation  revealed  thin, 
delicate  leptomeninges  over  the  cerebral  convex- 
ities and  at  the  base  of  the  brain.  There  was  no 
atherosclerosis  of  the  major  cerebral  vessels.  The 
convolutions  of  the  cerebral  hemispheres  were 
moderately  to  markedly  atrophic  throughout  the 
brain,  especially  the  temporal  poles,  and  more  so 
on  the  left  side  (Fig  2).  The  left  frontal  operculum 
also  appeared  atrophic  or  underdeveloped. 
Coronal  sections  confirmed  more  atrophy  on  the 
left  side  and  a significantly  larger  left  lateral  ven- 
tricle (Fig  3).  In  the  most  significantly  atrophied 
areas,  the  cortical  mantle  was  abnormally  thin. 
No  abnormalities  of  basal  ganglia,  diencephalon, 
brain  stem,  or  cerebellum  were  noted  during  the 
gross  examination. 

Paraffin  embedded  coronal  whole  brain  sec- 
tions at  the  level  of  the  amygdala  (Fig  3a)  and 
pineal  body  (Fig  3b)  and  numerous  smaller  sec- 
tions were  stained  for  cells  (hematoxylin-eosin, 
cresyl  violet),  myelin  (Weil  and  liixol),  glial  (Hol- 
zer)  and  neurofibrils  (Bielschowsky). 

There  was  widespread  nerve  cell  loss  and  reac- 
tive gliosis  in  the  temporal  and  parietal  lobes, 
especially  in  supragranular  cortical  layers  11  and 
HI.  Neuronal  loss  and  gliosis  were  less  apparent 
in  the  frontal  and  occipital  lobes,  and  not  evident 
in  the  hippocampus  and  subiculum. 

Neuritic  platpies  and  neurofibrillary  tangles 
(Fig  4)  were  jjrevalent  and  their  density  of  dis- 
tribution generally  corresj)onded  to  the  degree 
of  neuronal  loss  and  gliosis.  In  the  hij)pocamjnis 
and  parahippocampal  formation,  neuritic 
placjues  were  found  almost  exclusively  in  area 


CAl  and  adjacent  to  the  rhinal  fissure.  Neurofi- 
brillary tangles  and  granulovacuolar  changes 
were  observed  also  in  hippocampal  pyramids. 
Nerve  cell  loss,  gliosis,  and  neurofibrillary  tangles 
were  also  apparent  in  the  nucleus  basalis  of 
Mynert.  The  cytoplasm  of  many  cortical  pyra- 
mids and  the  large  neurons  of  nucleus  basalis 
were  often  distended  with  granular  yellow  pig- 
ment compatible  with  lipofuscin.  Ballooned 
neurons  with  pale  cytoplasm  (“Pick  cells”)  and 
argentophilic  intracytoplasmic  inclusions  (“Pick 
bodies”)  were  not  identified.  Neuritic  plaques 
were  also  densely  distributed  in  the  amygdaloid 
nuclei  and  neurofibrillary  tangles  were  prevalent 
in  large  neurons  of  the  amygdala  and  ventro- 
lateral hypothalamus.  In  contrast  to  these  find- 
ings, the  cytological  appearance  of  the  basal 
ganglia,  thalamus,  brainstem,  and  cerebellum 
was  normal.  The  white  matter  of  the  temporal 
lobes  was  reduced  in  volume  and  abnormally  pale 
in  myelin  stains  (Fig  3),  especially  adjacent  to 
neocortical  areas  which  exhibited  the  most  severe 


V ' 


Fig  3.  Coronal  sections  through  the  amygdala  (A)  and 
pineal  body  (B)  showing  atrophy  of  the  cerebral  hemi- 
spheres and  enlargement  of  the  lateral  ventricles.  The 
atrophic  process  is  more  pronounced  on  the  left.  The 
pallor  of  the  white  matter  under  the  temporal  neocortex 
with  relative  sparing  adjacent  to  the  parahippocampal 
gyri  is  also  apparent  (arrows)  (Weil’s  stain  for  myelin). 
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nerve  cell  loss  and  gliosis. 

Although  rapid  Golgi  impregnations  were 
attempted,  they  could  not  be  interpreted  because 
of  incomplete  neuronal  impregnation.  Electron 
micrographs  revealed  typical  paired  helical  22-24 
nm  filaments  in  neurons  of  frontal  and  hippo- 
campal cortex.  Neuritic  plaques  contained 
neurites  distended  with  paired  helical  filaments 
and  osmophilic  lysosomal  inclusions,  surround- 
ing a core  of  10  nm  (amyloid)  fibrils. 


Discussion 

To  our  knowledge,  this  is  the  first  reported  case 
of  Alzheimer’s  disease  presenting  as  a fluent 
aphasia.  The  language  disorder  was  insidious  in 
onset,  was  initially  an  anomic  aphasia,  and  in  the 
first  six  to  twelve  months  mimicked  the  angular 
gyrus  syndrome.'  Dressing  and  other  apraxias, 
memory  impairment,  polymyoclonus,  and 
epilepsy  subsec|uently  confirmed  the  widespread 
nature  of  the  cerebral  degenerative  disorder. 
The  focal  aphasic  clinical  presentation  was 
matched  by  asymmetric  atrophy  of  the  left 
temporal  lobe  and  enlargement  of  the  left  lateral 
ventricle,  as  evident  on  the  first  CT  scan  (Fig  1). 

The  clinical  and  radiological  features  of  this 
case  closely  resemble  those  reported  by  Wechsler 
et  al  in  a man  who  was  felt  on  neuropathological 
study  to  have  Pick’s  disease.'^  Wechsler  postulates 
that  the  combination  of  slowly  progressive  pos- 
terior aphasia  and  focal  atrophy  of  the  left  tem- 
poral lobe,  as  demonstrated  by  CT  scan,  might  be 
sufficient  to  establish  a diagnosis  of  the  Pick  sub- 
type  of  presenile  dementia.  The  present  case  con- 
tradicts this  hypothesis.  Presumably,  fluent  apha- 
sia may  now  be  added  to  the  list  of  other  focal 
deficits,  such  as  cortical  blindness,*’’  ' astereog- 
nosis,*^  Gerstman  svndrome,'’  **  pryamidal,'*’  and 
extrapyramidal'"’  motor  disorders  as  the  pre- 
senting symptoms  in  exceptional  cases  of 
Alzheimer’s  disease. 

.Although  the  onset  of  dementia  proximate  to 
an  episode  of  head  injury  is  interesting,  its  signifi- 
cance remains  uncertain.  Scholarly  discussions  of 
the  relationship  between  head  injury,  either  as  a 
single  event  or  repeated  episodes,  as  in  boxers, 
have  been  published  elsewhere.'*^"’ 

Polymyoclonus  is  also  well  recognized  as  ac- 
companying dementias  of  the  Alzheimer  type.  In 
this  patient  and  most  other  cases  of  cerebral  de- 
generation, the  pathoanatomic  basis  of  myo- 
clonus is  unknown.  Common  to  most,  if  not  all, 
are  cellular  neuropathologic  changes  maximally 
severe  in  the  neocortex.  In  this  case  and  some 
cases  of  subacute  spongiform  encephalopathy 


Fig  4.  (A)  Cortex  of  the  left  superior  temporal  gyrus 
showing  numerous  senile  plaques  (arrow)  prevailing  in 
cortical  layers  two  and  three  (Bielschowsky’s  stain  x 
117);  (B)  Higher  magnification  showing  several  neuro- 
fibrillary tangles  (arrow)  (Bielschowsky's  stain  x 502). 

the  local  circuit  neurons  and  supragranular  py- 
ramidal neurons  of  cortico-cortical  association 
may  be  involved  preferentially."^  The  large  layer 
V pyramidal  neurons  of  subcortical  projection 
(ie,  corticospinal,  corticobulbar,  and  corticostria- 
tal)  appear  to  have  been  relatively  spared.'**  It 
may  be  plausible  to  assume  that  the  selective  vul- 
nerability of  intra-  and  transcortical  association 
neurons  leads  to  an  imbalance  of  inhibitory  and 
excitatory  synaptic  inputs,  and  ultimately  to 
hyperexcitability  of  layer  V pyramids  projecting 
to  subcortical  motor  nuclei. 

Conclusion 

A 56-year-old  man  developed  a fluent  aphasia 
which  progressed  for  almost  one  year  before 
other  symptoms  of  a more  generalized  cerebral 
degenerative  disorder  emerged.  When  aphasia 
was  the  most  prominent  clinical  symptom,  a CT 
scan  revealed  atrophy  of  the  left  temporal  lobe 
and  enlargement  of  the  left  lateral  ventricle.  The 
illness  progressed  to  include  multiple  apractag- 
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nosias  and  polymyoclonus,  and  the  patient  died 
in  a vegetative  state  six  years  later.  Neuropatho- 
logical  findings  were  characterized  by  wide- 
spread nerve  cell  loss  and  gliosis  in  the  supra- 
granular  layers  of  the  temporal  and  parietal  lobes 
primarily,  coupled  with  the  typical  findings  of 
Alzheimer’s  disease  at  the  light  and  ultrasonic 
level.  To  our  knowledge,  this  is  the  first  case  of 
Alzheimer’s  disease  presenting  as  a fluent  apha- 
sia and  confirmed  on  neuropathological  ex- 
amination. 
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In  the  space  age, 
operating  a medical  office 
without  a computer 
is  like  performing  surgery 
hy  candlelight! 

A computer's  brains  are  called  "software."  If  your  computer  had  the  brains  of  an  Einstein,  it  could  solve 
every  problem  in  your  office.  So  educate  your  computer.  Give  it  the  best  software  available  in  the  Rhode 
Island  area  from  the 

Software  Library 

The  Software  Library  offers  to  demonstrate  in  your  office  the  following  "brain  systems"  for  your 
computer: 

• MICRO  MED  (The  Rhodes  Scholar  of  software) 

It  prints  and  fills  out  up  to  99  different  insurance  forms. 

It  prepares  a complete  bill  before  the  patient  steps  out  the  door. 

It  files  information  and  creates  reports. 

It  reminds  patients  of  appointments  and  overdue  bills,  or  just  sends  them  a nice  letter. 

• MEDICAL  MANAGER  BY  SYSTEMS  PLUS  (smart  enough  to  get  into  medical  school) 

It  files  anything. 

It  informs  patients  about  medical  costs  and  balances  due. 

It  helps  collect  insurance  claims  and  overdue  accounts. 

It  presents  claims  to  insurance  companies,  no  matter  how  many  companies  or  how  many  claim  formats. 

• I.M.S.  MEDICAL  OFFICE  MANAGEMENT  SYSTEM  (on  the  Dean's  List) 

It  groups  medical  charges  for  several  family  members  into  one  statement. 

It  prints  statements  with  balance  due  for  patients. 

All  this  software  will  run  on  NEC-APC,  ZENITH-100,  EAGLE,  ALTOS  (multi-user  systems)  as 
well  as  most  popular  micro-computers.  So  if  you  have  your  own  computer  hardware,  regardless 
of  its  name,  we'll  teach  it  to  solve  all  your  office  problems.  If  you  don't  have  a computer  already, 
we'll  get  one  for  you  and  supply  the  brains.  Then  you  can  call  it  the  EINSTEIN. 


Software  Library 
51  Bassett  Street 
Providence,  R.I.  02903 
Phone:  (401)  331-7664 
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The  Intramuscular  Use  of  Thiothixene  in 
Severely  Disturbed  and  Agitated  Patients 


Intramuscular  Thiothixene  Has  Proved  Valuable  In  Emergency  Situations 
Involving  Such  Cases 

Manuel  E.  Soria,  MD 


The  use  of  high  potency  neuroleptic  drugs  for 
the  rapid  control  of  severely  agitated  patients 
became  common  during  the  earlv  1970s  with  the 
introduction  of  haloperidol.  During  the  1960s, 
chlorpromazine  had  been  used  as  a neuroleptic. 
While  it  was  found  to  produce  significant  remis- 
sions, its  administration  was  at  times  accompa- 
nied by  unacceptable  levels  of  sedation  and 
hypotension.^'  “ Thiothixene  was  found  in  a dou- 
ble-blind study  to  be  as  effective  as  haloperidol  to 
control  acutely  disturbed  and  agitated  patients.^ 
The  intramuscular  administration  of  thiothixene 
in  controlling  acute  psychosis  was  also  found  to  be 
effective  in  a psychiatric  unit  at  Wakari  Hospital. 
Dunedin,  New  Zealand.^ 

The  proper  use  of  an  effective  neuroleptic  mav 
be  vital,  especially  during  the  crises  which  fre- 
quently are  encountered  at  the  time  of  admission. 
Thiothixene,  a thioxanthene  derivative  which  is 
chemically  related  to  the  phenothiazine  but  dif- 
fers in  the  structure  of  the  central  tricvclic  ring, 
has  been  found  to  be  a potent  antipsychotic  drug 
and  effective  in  treating  acute  psvchiatric 
emergencies  that  require  prompt,  intensive  treat- 
ment. 

It  was  the  purpose  of  this  retrospective  study  of 
severelv  agitated  patients  treated  at  the  forensic 
unit  of  the  Rhode  Island  Institute  of  Mental 
Health  to  investigate  the  effectiveness  of  the  in- 
tramuscular use  of  thiothixene. 

Methodology 

Intramuscular  thiothixene  was  administered  to 
60  patients  who  demonstrated  severe  agitation  in 


Manuel  K.  Soria,  MD,  Clinical  Director.  Forensic 
i’nit,  Rhode  Island  Institute  of  Mental  Health,  Cran- 
ston, Rhode  Island. 


Table  1.  — Diagnostic  Categories 

Diagnosis 

Number 
Of  Patients 

Schizophrenia: 

Paranoid 

12 

Catatonic 

1 

Undifferentiated 

10 

Disorganized 

2 

Residual 

3 

Schizophreniform 

4 

Brief  reactive  psychoses 

1 

Affective  disorder: 

Bipolar  disorder,  mixed 

1 

Bipolar  disorder,  manic 

3 

Schizoaffective 

2 

Cyclothymic  disorder 

2 

Substance  use  disorder: 

Mixed 

3 

Alcohol 

2 

Personality  disorder: 

Borderline 

5 

Antisocial 

7 

Antisocial  with  mental  retardation 

2 

psychotic  states.  All  were  males  between  the  ages 
of  18  and  57  years.  The  criteria  used  to  indicate 
the  resolution  of  acutely  florid  symptoms  were 
documented  in  the  summaries  of  the  psvchiatric 
assessment,  treatment  plan  records,  and  progress 
notes  for  each  patient.  The  disappearance  of  the 
florid  svmptoms  was  recorded  as  "improved." 

The  usual  dose  was  5 to  10  mg  administered 
parenterallv.  In  some  cases,  intramuscular  injec- 
tions of  thiothixene  were  repeated  everv  30  to  60 
minutes  until  the  acute  agitation  had  abated.  In 
other  cases,  a dosage  of  5 to  10  mg  ever\  four 
hours  was  adequate.  No  more  than  60  mg  of 
thiothixene  were  administered  during  anv  24- 
hour  jjeriod.  Oral  medication  was  continued  as 
necessarv  until  adequate  control  was  achie\ed. 
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A brief  clinical  evaluation  was  usually  carried 
out  before  the  initiation  of  treatment.  The  di- 
agnostic criteria  (Table  1)  are  outlined  in  the  Di- 
agnostic ayid  Statistical  Manual  (3rd  Edition). 

Results 

The  responses  of  two  separate  groups  of  patients 
were  analyzed.  Table  2 summarizes  the  diagnoses 
and  responses  of  the  first  group  of  40  patients 
with  no  previous  admissions.  Three  patients  im- 
proved within  one  day,  17  patients  in  two  days, 
and  17  patients  in  three  days.  Three  remained 
unchanged. 

Two  of  these  patients  warrant  additional  con- 
sideration. A 40-year-old  chronic  schizophrenic 
with  moderate  mental  retardation  and  a 
psychosexual  disorder  had  not  responded  to  var- 
ious neuroleptic  medications.  The  patient  dis- 
played an  extreme  state  of  agitation  and  assault- 
ive behavior.  The  results  were  dramatic  with  in- 
tramuscular injections  of  thiothixene  adminis- 
tered in  dosages  of  10  mg  hourly  and  a total  dose 
of  60  mg  within  the  24-hour  period. 

The  second  patient  was  a 28-year-old  male  with 
catatonic  features,  serial  flexibilities,  and  confu- 
sion, who  dramatically  recovered  after  three  days 
of  treatment  with  intramuscular  thiothixene. 


This  result  is  comparable  to  those  achieved  with 
electroconvulsive  therapy. 

Adverse  Reactions 

No  serious  adverse  reactions  were  observed. 
Some  clinicians  found  relatively  greater  evidence 
of  extrapyramidal  symptoms  with  thiothixene 
than  with  trifluoperazine.  Almost  all  of  the  pa- 
tients were  given  biperiden,  which  prevented  se- 
vere undesirable  effects.  Eight  experienced  dizzi- 
ness and  drowsiness.  A laboratory  examination 
revealed  no  abnormalities  in  either  the  complete 
blood  count  or  liver  function  tests. 

The  45  patients  with  a history  of  previous 
admissions  are  listed  in  Table  3.  Large  doses  of 
phenothiazine  and  butyrophenone  had  been 
used  to  control  the  psychotic  states  in  some  of 
these  patients,  and  others  received  moderate  to 
large  doses  of  thioridazine.  While  some  of  the 
medications  given  during  the  previous  admis- 
sions have  been  omitted  for  the  purposes  of  sim- 
plification, most  of  the  patients  were  treated  with 
multiple  neuroleptic  agents. 

Table  4 compares  the  results  of  ten  patients 
treated  with  thiothixene  who  had  received  other 
neuroleptic  drugs  during  prior  admissions. 
Table  5 summarizes  the  results  of  five  patients 


Table  2.  — Response  of  40  Patients  With  No  Previous  Admissions 

Diagnosis 

Number  of 
Patients 

Improved 
In  1 Day 

Improved 
In  2 Days 

Improved 
In  3 Days 

No 

Response 

Schizophrenia: 

Paranoid 

12 

1 

6 

4 

1 

Catatonic 

1 

— 

— 

— 

— 

Undifferentiated 

10 

— 

1 

3 

1 

Disorganized 

2 

— 

1 

— 

— 

Residual 

3 

— 

1 

— 

— 

Schizophreniform 

4 

— 

2 

2 

— 

Brief  reactive  psychoses 

1 

1 

2 

1 

— 

Affective  disorder: 

Bipolar  disorder 

1 

— 

— 

— 

— 

Bipolar  disorder,  manic 

3 

1 

— 

2 

1 

Schizoaffective 

2 

— 

— 

2 

— 

Cyclothymic  disorder 

2 

— 

1 

— 

— 

Substance  use  disorder: 

Mixed 

3 

— 

1 

1 

— 

Alcohol 

2 

— 

— 

— 

— 

Personality  disorder; 

Borderline 

5 

— 

2 

2 

— 

Antisocial 

7 

— 

— 

— 

— 

Antisocial  with  mental  retardation 

2 

— 

— 

— 

— 

( — ) No  significant  change. 
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Table  3.  — Response  of  45  Patients  with  Previous  Admissions 


Diagnoses 

Number  of 
Patients 

Improved 
in  1 Day 

Improved 
in  2 Days 

Improved 
in  3 Days 

No  Response 

Schizophrenia 

15 

2 

5 

7 

1 

Schizophreniform 

2 

— 

1 

1 

— 

Affective  disorder: 
Bipolar  disorder: 

Mixed 

— 

— 

— 

— 

— 

Manic 

10 

— 

3 

6 

1 

Depressed 

— 

— 

— 

— 

— 

Schizoaffective 

3 

— 

— 

2 

1 

Cyclothymic 

2 

— 

1 

1 

— 

Substance  use  disorder: 

Mixed  and  alcohol 

5 

1 

3 

1 

— 

Personality  disorder: 

Borderline 

— 

— 

— 

— 

— 

Antisocial 

8 

— 

4 

4 

— 

Antisocial  with  mental  retardation 

— 

— 

— 

— 

— 

with  varied  diagnoses  and  compares  the  efficacy 
of  thiothixene  to  prior  treatment. 

Discussion 

The  therapeutic  value  of  parenteral  thiothixene 
has  been  demonstrated  in  a number  of  studies. 
Studies  of  the  intramuscular  administration  of 
thiothixene  in  acutely  schizophrenic  patients  has 
proven  its  effectiveness.®  Braurer  and  Goldstein 
compared  the  efficacy  of  thiothixene  adminis- 
tered parenterally  in  a double-blind  study  and 
concluded  that  thiothixene  is  as  effective  as 
trifluoperazine.'  A study  by  Filotto  revealed  the 
effectiveness  of  oral  thiothixene  for  treating 
manic  patients,®  and  preliminary  reports  of  the 
beneficial  effects  during  the  depressive  phase  of 
bipolar  depression  are  beginning  to  appear  in  the 
literature. 

In  the  forensic  unit  where  this  study  was  con- 
ducted, psychosis  induced  by  psychedelic  drugs  is 
often  encountered.  Thiothixene  appears  to  be 
the  treatment  of  choice  to  control  the  psychotic 
states  produced  by  these  hallucinogens.  Phe- 
nothiazine  is  known  to  precipitate  cardiovascular 
disturbances. 

Conclusion 

This  retrospective  study  has  demonstrated  that 
thiothixene  is  highly  effective  in  controlling  se- 
verely agitated  and  psychotic  patients.  It  can  be 
recommended  for  use  in  closed,  as  well  as  open, 
hospital  wards.  The  use  of  seclusion  and  re- 
straints may  be  reduced  with  the  parenteral  use 
of  thiothixene.  It  also  can  be  used  in  emergency 
situations  occurring  in  private  practice. 


Table  4.  — Comparison  of  Treatments:  Schizophrenia 
(Paranoid  and  Undifferentiated  Type) 


Patient 

Number 

Improvement  in 
Days  With 
Prior  Treatment 

Improvement  in 
Days  With 

Thiothixene  Treatment 

1 

12 

3 

4 

20 

4 

6 

14 

4 

9 

12 

5 

10 

15 

4 

11 

12 

3 

14 

7 

2 

36 

14 

2 

40 

10 

2 

60 

10 

2 

Table  5.  — Comparison  of  Treatments 


Improvement  Improvement 
In  Days  In  Days 


Patient 

Number 

Diagnosis 

With  Prior 
Treatment 

With 

Thiothixene 

3 

Chronic,  un- 
differentiated 
schizophrenia 

7 

4 

25 

Substance  use 
disorder,  mixed 

7 . 

2 

37 

Substance  use,  LSD 

10 

2 

38 

Substance  use, 
alcohol 

5 

2 

59 

Personality 
disorder,  anti- 
social 

6 

3 
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Institute  of  Mental  Flealth 
PO  Box  8281 

Cranston,  Rhode  Island  02920 


Woes  of  an  Editor 

Your  manuscript  is  both  good  and  original, 
but  the  part  that  is  good  is  not  original,  and 
the  part  that  is  original  is  not  good. 

. . . Samuel  Johnson 


"WHAT’S  THAT 
FUNNY  SMEUr 


It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids.  ■ / 


THE  KINDS 
OF  DRUGS 
KIDS  ARE 
GETTING 


PHARMACISTS  AGAINST 
DRUG  ABUSE 


The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 


FISKE  PRIZE  FOR  1984 

to  be  awarded  for  an  original  contribution  on 

"A  Current  Technological  Innovation 
and  Its  Impact  on  Medicine" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge,  Army  surgeon,  and  a descen- 
dant of  Roger  Williams,  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1984  Fiske  Prize  will  be  a maximum  of  $2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1984  to  Marion 
Sabella,  Secretary,  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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Physician-Reporters 


. . . to  the  American 
Medical  Association’s 
fourth 

Health  Reporting/ 
Radio-TV  Conference 

in  Washington,  D.C. 
May  3-6,  1984 


Improve  your  broadcast  skills . . . meet  peers  in  the  media  field . . . examine  the 
challenges  of  medical  reporting. . .or  learn  the  basics  of  broadcast  if  you’re  not 
yet  on  the  air.  It’s  all  here  and  more. 


Category  I CME  Credit 


Courses  include: 


□ “Polishing  \'our  Act”,  an  intensive  interview  course  featuring 
video  playback  critiques 

□ Studio  workshops  in  which  vou  act  as  talent,  canieranian,  producer 

□ Supervised  editing  sessions  in  which  you  are  the  editor 

□ Scriptwriting,  a practictil  workshop  expanded  f rom  last  year 

□ Radio  and  television  production 

□ Make-up  and  wardrobe  sessions 

□ Personal  critiques  of  your  video  or  audio  tapes  conducted  by 
conf  erence  faculty 

For  more  inf  ormation  call  collect  (312)  645-442 1 


PROGRAM  SCHEDULE: 

Thursday,  May  3 

Welcome  Reception  6pm-7:30pm 

Friday  & Saturday,  May  4 & 5 
Workshops  and  lunch  7am-6pm 

Sunday,  May  6 

Workshops  and  lunch  7am-2pm 


Enjoy  the  elegant,  new  facilities  at  the  Marriott  Crystal 
Gateway  Hotel  providing  easy  access  to  downtown  Wash- 
ington and  many  fine  shops  and  restaurants  on  site. 

Register  early.  Class  size  is  limited  and  enrollment  will  be  on 
a first  come,  first  served  basis  as  we  receive  your  registra- 
tion forms.  Registration  deadline  is  April  2. 


.American  Medical  Association 


HEALTH  REPORTING/RADIO-TV  CONFERENCE 

Registration;  $275  AMA  members,  $375  non-members,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 

Enclosed  please  find  my  check  for  $ payable  to  the 


American  Medical  Association,  535  N.  Dearborn,  Chicago,  IL  60610 
I will will  not  attend  the  reception  on  May  3,  1984 


Please  make  hotel  reservations  for  me  at  the 
Marriott  Crystal  Gateway  Hotel 

Single  room  $70/night 

Double  room  $85/night 


Name  (print) 

Address 

City State Zip 


Arrival  date — 

(check-in  time:  3pm) 

Departure  date — 

(check-out  time:  1pm) 


Phone  # i ) 

Are  you  currently  on  radio? TV? 

If  so,  for  how  long? mos yrs 

Station  call  letters/city . 


Reservations  requested  after  April  2,  1984  are 
subject  to  availability.  Rooms  may  be  available 
after  this  date  but  not  necessarily  at  the  same 
rate. 
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FAMILY/INTERNAL  MEDICINE 


ASSISTANCE  NEEDED  IN 
ESTABLISHED 
PRACTICE 


• Wakefield,  Rhode  Island 

• Flexible  hours 


For  additional  information: 
Write  Box  M 

Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  Rhode  Island  02903 


BANNISTER  NURSING 
CARE  CENTER 


A non-profit  facility  established  in  1890 

Immediate  openings  have  been  created 
to  expand  our  medical  staff.  Qualified 
physicians  are  invited  to  visit  our  facility 
and  join  our  team.  Your  inquiry  should  be 
directed  to: 

Mr.  Richard  E.  Miller 
Administrator 
135  Dodge  Street 
Providence,  Rhode  Island  02907 

401/274-3220 


CARE  FOR  YOUR  COUNTRT. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment^ 
of  your  time.  You  will  broaden  your  professional  expe- 
nence  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexiole,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below 


CALL  COLLECT  OR  USE  THE  COUPON  AT  RIGHT:  (203)  525-2616 

AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 
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HAVE  YOU  HEARD?  . . . 


BroadMed  Medical  Building 

Physician  Suites  Available 
Two  blocks  from  St.  Joseph  Hospital 

557  Broad  Street 
Providence,  Rhode  Island 
02907 


Rhode  Island’s  newest  and  most  advanced 
medical  building;  ample  parking;  complete 
security  system;  full  x-ray,  ultrasound, 
pharmacy,  and  laboratory  services;  multi- 
lingual receptionists;  computer  facilities. 

For  more  information  call  401/331-7555 


1984  CME  Cruise/Conferences 
on  Legal-Medical 
I Issues 


!«• 


APPROVED  FOR 
18  24  CME  CREDITS 
CATEGORY  1 

By  the  Suffolk  Academy 
of  Medicine 


The  programs  listed  below  were  scheduled  prior  to  12  31/80 
and  conform  to  IRS  tax  deductibility  requirements  under  Sec 
602  of  the  Tax  Reform  Act  P L 94  445  effective  11/77,  with 
the  exception  of  the  Hawaiian  Conference,  which  conforms  to 
the  requirements  of  P L 97  424 


Januan^  7 18  (from  Ft 
Lauderdale.  FL) 

1 1 Day  Caribbean 

April  14  21  (from  Los 
Angeles.  CA) 

7 Day  Mexican  Riviera 

May  19  26  (from 
Honolulu.  HI) 

7 Day  Hawaiian 


June  30  July  14  (from 
San  Francisco,  CA) 

14  Day  Alaskan 

July  25  Aug  4 (from  Ft 
Lauderdale,  FL) 

10  Day  Caribbean 

Aug  11  25  (from 
Venice,  Italy) 

14  Day  Mediterranean 


*FLY  ROUNDTRIPFREE 

EXCELLENT  GROUP  FARES-FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited 
Early  registration  is  advised 

International  Conferences 
For  color  brochure  | 189  Lodge  Ave. 
and  additional  Huntington  Station,  N ,Y.  1 1746 
information  contact  ’ Phone (516)  549  0869 


The  Food  and  Drug  Administration  recently 
approved  a new  prescription  medication, 
Loprox®  (ciclopirox  olamine)  Cream  1%,  for  the 
topical  treatment  of  fungal  infections.  Loprox®  is 
effective  against  a broad  spectrum  of  fungal  in- 
fections. Its  most  prominent  advantage  is  prompt 
clinical  improvement  (usually  within  the  first 
week  of  treatment)  of  conditions  such  as  tinea 
pedis,  tinea  cruris,  tinea  corporis,  tinea  versi- 
color, and  cutaneous  candidiasis. 

Each  gram  of  Loprox®  Cream  1%  contains  10 
milligrams  of  ciclopirox  olamine  in  a vanishing 
cream  base.  Of  the  569  patients  using  Loprox® 
Cream  1%,  and  of  the  335  patients  using  the 
vehicle  cream,  only  four  experienced  either  pru- 
ritus at  the  site  of  application,  burning,  or 
worsening  of  signs  and  symptoms. 

• • • 

The  General  Electric  Company  recently  intro- 
duced the  RTF®  pedestal  table  with  a four-way 
float  top  for  routine  radiography,  and  trauma 
and  orthopedic  examinations.  The  table  will 
accommodate  patients  weighing  up  to  300  lbs, 
and  a special  four-way  shift  reduces  handling  of 
the  patient.  The  table  top  also  is  specially  con- 
structed to  reduce  absorption  of  radiation  and 
includes  such  features  as  accessibility  from  all 
sides,  patient  hand  grips,  and  nonprotruding 
edge  rails. 

The  company  has  also  developed  a variable  air 
support  mattress  for  a variety  of  imaging  tables 
and  cradles.  The  RAD-PAD®,  which  is  available 
in  three  sizes,  is  self-inflating  and  attaches  easily 
to  the  table.  It  eliminates  the  image  magnification 
problems  associated  with  foam  mattresses,  and  it 
attenuates  radiation  less  than  standard  pads. 

• • • 

The  Robert  Wood  Johnson  Eoundation  recently 
announced  a national  study  to  evaluate  the  effec- 
tiveness of  services  intended  to  reduce  the  inci- 
dence of  health  and  developmental  problems 
among  low  birthweight  infants.  Dramatic  de- 
clines in  infant  mortality  since  1900  have  re- 
sulted, to  a large  extent,  from  increasing  success 
in  keeping  small  babies  alive.  Infants  weighing 
less  than  5.5  lbs  at  birth  are  more  vulnerable  to 
illness  and  disability  than  larger  infants.  The 
Foundation  will  award  grants  of  up  to  $1.83  mil- 
lion each  to  six  medical  schools  and  teaching  hos- 
pitals over  a period  of  four  years. 
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Infants  will  be  randomly  assigned  to  one  of  two 
treatment  groups  at  each  of  the  six  sites.  While 
infants  in  both  groups  will  receive  continuing 
medical  care,  those  in  one  of  the  groups  will  re- 
ceive special  child  developmental  services  both  in 
the  home  and  in  a child  developmental  center 
while  the  others  will  not.  In  this  way,  the  program 
hopes  to  evaluate  the  impact  of  the  two  types  of 
services  and  determine  their  value  for  low  birth- 
weight  infants. 

• • • 

The  Saturday  Evening  Post  and  the  Benjamin 
Franklin  Society  have  announced  a $5,000  cash 
award  for  the  report  that  best  motivates  the 
general  public  to  add  fiber  to  their  diets.  The 
Society  hopes  to  encourage  many  writers  to  com- 
plete stories  for  their  newspapers,  magazines, 
house  organs,  neighborhood  newspapers,  and 
church  publications  that  will  present  a detailed 
analysis  of  fiber  and  its  effects.  The  grant  will 
allow  the  winner  to  visit  a foreign  country  to  study 
dietary  customs  and  food  preparation.  For  addi- 
tional information  write  Cory  SerVaas,  MD, 
Benjamin  Franklin  Society,  1100  Waterway 
Boulevard,  Indianapolis,  Indiana  46202. 

• • • 

The  Raytheon  Company  has  developed  a new 
digital  x-ray  imaging  system  which,  according  to 
company  officials,  will  “dramatically  change  the 
way  physicians  can  perform  diagnostic  angiogra- 
phy.” The  new  system  uses  a specially  designed 
high-speed  computer  to  produce  five  times  as 
many  images  per  second  time  than  available  from 
the  most  advanced  equipment  currently  on  the 
market.  It  can  capture  30  x-ray  images  per 
second  to  provide  a more  precise  diagnostic 
method  of  detecting  vascular  blockages  and  cap- 
turing arterial  motion  on  film.  Moreover,  the  in- 
jection of  contrasting  dye  may  now  be  made  in  a 
vein  rather  than  in  an  artery  as  recpiired  with 
conventional  angiographs,  and  may  well  result  in 
a reduced  hosjjital  stay  and  less  risk  for  most 
patients. 

• • • 

According  to  a report  in  the  November  1083 
issue  of  American  Journal  of  Diseases  of  Children, 
infants  least  likely  to  be  {provided  with  protective 
automobile  child  restraint  seats  have  parents  who 
are  not  married  to  each  other,  who  nevei  finished 
high  school,  and  who  rarely  use  seatbelts  them- 
•selves.  Researchers  from  the  Borgess  Pediatiic 


STATELY  WATERFRONT  ELEGANCE 

EIGHT  HOLLY  LANE  - BARRtNGTON,  Rl 


14  Rooms,  3 Eireplaces,  5 Baths  on 
Magnificent  76,500  Square  Foot 
Waterfront  Lot 

$600,000 

REALESTATE  Advisors,  Inc. 
401-247-0485 


OFFICE  SPACE 
AVAILABLE 


Ideal  East  Side  Location 


900  square  feet 
Parking  avaiiabie 


For  additional  information,  call  or  write. 

Thomas  Bliss,  MD 
124  Waterman  Street 
Providence,  Rhode  Island  02906 
401/831-4110 
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MED-TEMPS,  INC. 

1 5 Belt  Street 
Warwick,  Rl  02889 
401/738-3024 

Qualified  Temporary  Medical 
Office  Personnel 

Assistants  Transcriptionists 

Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/738-3024 


EAST 

GREENWICH 

Two  Beautiful  Executive  Homes 

TANGLEWOOD:  10-room  brick  Co- 
lonial home.  5 bedrooms,  2 baths,  2 
lavettes.  Huge  master  suite.  Kidney- 
shaped pool.  Low  200s. 

RIVERFARM:  Immaculate  8-room 
Colonial  with  IVi  baths,  4 bedrooms, 
fireplaced  family  room,  beautifully 
landscaped  grounds.  140s. 


J.WRIKER 

71FAL  ESTATE 

MLS -REALTORS 


401-884-8050 


Center  in  Kalamazoo,  Michigan  also  cite  other 
indicators  of  lack  of  child  restraint  use:  when 
family  income  is  under  $15,000,  both  parents  are 
smokers,  and  maternal  awareness  of  pediatric 
preventive  medicine  principles  is  lacking.  Hospi- 
tals are  encouraged  to  establish  special  education- 
al programs  targeted  towards  this  group  of  par- 
ents to  help  reduce  auto  fatalities  among  infants 
and  small  children. 

• • • 

Researchers  at  the  University  of  Alabama  Medi- 
cal School  recently  reported  on  the  successful 
management  of  50  patients  with  colorectal  carci- 
noma metastatic  to  the  liver  who  were  treated 
with  a totally  implantable  drug  infusion  pump. 
The  report,  published  in  a recent  issue  of  the 
American  Journal  of  Surgery,  notes  that  only  15  to 
20  per  cent  of  patients  respond  to  treatment  with 
5-fluorouracil,  even  when  it  is  administered  in 
combination  with  other  drugs. 

The  infusion  pump,  developed  by  Infusaid 
Corp  of  Norwood,  Massachusetts,  is  powered  by 
charged  freon,  has  a chamber  capacity  of  50  ml, 
and  a fixed  rate  of  3 ml/day.  The  pump  is  silent, 
small  (10  by  3 cm),  and  lightweight  (180  g).  It  is 
refilled  and  automatically  recharged  by  a simple 
percutaneous  injection  through  the  skin  every 
two  weeks.  The  pump  is  connected  to  a Silastic® 
catheter  placed  in  the  gastroduodenal  artery  up 
to  the  lumen  of  the  hepatic  artery. 

An  objective  remission  was  induced  in  83  per 
cent  of  the  cases  as  demonstrated  by  a decrease  in 
their  carcino-embryonic  antigen  levels  by  a mean 
of  80  per  cent.  These  remissions  were  confirmed 
by  liver  sonograms  which  showed  either  stable  or 
decreased  tumor  volume.  There  was  little  or  no 
systemic  toxicity,  such  as  vomiting,  diarrhea,  or 
marrow  suppression.  The  report  emphasizes  the 
preliminary  nature  of  the  findings,  but  notes  that 
an  implantable  infusion  pump  system  is  “tech- 
nically feasible,  safe,  and  capable  of  inducing  a 
remission  in  most  patients  with  colorectal  metas- 
tases.” 


• • • 

The  Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  now  makes 
direct  payments  to  nurse  practitioners.  Accord- 
ing to  the  CHAMPUS  Information  Office,  the 
program  has  been  paying  nurse  practitioners 
directly  since  May  1980,  when  Congress  autho- 
rized an  experimental  study.  Before  then,  nurse 
practitioners  could  receive  CHAMPUS  reim- 
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bursement  only  if  they  provided  care  under  the 
supervision  of  a physician. 

Under  the  Defense  Appropriation  Act  of  1983, 
however,  a certified  nurse  practitioner  may  pro- 
vide CHAMPUS-covered  services  without  the  re- 
ferral or  supervision  of  a physician  if  he  or  she  is  a 
registered  nurse  licensed  or  certified  as  a nurse 
practitioner  in  the  state  where  care  is  provided. 
In  states  (such  as  Rhode  Island)  which  do  not 
offer  certification  or  licensure,  nurse  practition- 
ers must  be  certified  by  the  American  Nurses 
Association. 


• • • 

The  families  of  a terminally-ill  child  will  fare  bet- 
ter emotionally  and  psychologically  if  the  child  is 
allowed  to  die  at  home  rather  than  in  a hospital, 
according  to  a report  in  the  May  1983  issue  of 
Pediatrics,  the  journal  of  the  American  Academy 
of  Pediatrics. 

The  Midwest  Children’s  Cancer  Center  at  the 
Medical  College  of  Wisconsin  and  Milwaukee 
Children’s  Hospital  conducted  a series  of  studies 
which  suggest  fewer  adjustment  problems  result 
for  families  who  have  participated  in  a formalized 
home  care  program  for  dying  children.  Parents 
of  patients  who  died  in  the  hospital  were  more 
anxious,  depressed,  and  defensive,  and  had 
greater  tendencies  towards  physical  and  inter- 
personal problems  than  parents  of  patients  in  the 
home  care  program.  Siblings  of  patients  who  re- 
ceived hospital  terminal  care  were  more  emo- 
tionally inhibited,  withdrawn,  and  fearful  than 
their  counterparts  in  the  home  program. 


Routine  preoperative  chest  x-ray  films  of  chil- 
dren should  not  be  required  since  films  should  be 
ordered  only  at  the  discretion  of  the  attending 
physician,  according  to  a recommendation  of  the 
American  Academy  of  Pediatrics  (AAP). 

The  Academy’s  Committee  on  Hospital  Care 
maintains  that  routine  x-ray  studies  identify  few 
unsuspected  significant  diseases  among  children. 
Chest  x-ray  films  should  not  replace  a complete 
medical  history  and  physical  examination,  which 
remain  the  best  means  of  determining  those  pa- 
tients who  run  a risk  of  complications  during 
surgery.  Preoperative  chest  x-rays  may  be  neces- 
sary when  either  the  history  or  physical  findings 
indicate  respiratory,  cardiovascular,  chronic  re- 
nal, immune  deficiency,  or  certain  hematologic 
diseases,  or  malignant  tumors  with  possible  pul- 
monary involvement. 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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Motrin 

ibuprofen,Upiohn 

600 mg  Tablets 


1984  The  Upioho  Comfx3ny 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 
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If  you  still  believe  in  me,  save  me. 


For  nearly  a hundred  years,  the  Statue  of  Liberty 
has  been  Americas  most  powerful  s>Tnbol  of  freedom 
and  hope.  Today  the  corrosive  action  of  almost  a 
century  of  weather  and  salt  air  has  eaten  away  at  the 
iron  framework:  etched  holes  in  the  copper  exterior. 

On  Ellis  Island,  where  the  ancestors  of  nearly 
half  of  all  Americans  first  stepped  onto  American  soil, 
the  Immi^ation  Center  is  now  a hollow  ruin. 

Inspiring  plans  have  been  developed  to  restore 
the  Statue  and  to  create  on  Ellis  Island  a permanent 
museum  celebrating  the  ethnic  diversity  of  this  coun- 
try of  immigrants.  But  unless  restoration  is  begun 
now,  these  two  landmarks  in  our  nations  heritage 
could  be  closed  at  the  very  time  America  is  celebrat- 
ing their  hundredth  anniversaries.  The  230  million 
dollars  needed  to  carry  out  the  work  is  needed  now. 


All  of  the  money  must  come  from  private  dona- 
tions; the  federal  government  is  not  raising  the  funds. 

This  is  consistent  with  the  Statue’s  origins.  The  French 
people  paid  for  its  creation  themselves.  And  America’s 
businesses  spearheaded  the  public  contributions  that 
were  needed  for  its  construction  and  for  the  pedestal. 

The  torch  of  liberty  is  everyone’s  to  cherish. 

Could  we  hold  up  our  heads  as  Americans  if  we  allow- 
ed the  time  to  come  when  she  can  no  longer 
hold  up  hers? 

Opportunities  for  Your  Company. 

You  are  invited  to  learn  more  about  the  advantages 
’ of  corporate  sponsorship  during  the  nationwide  pro- 
motions surrounding  the  restoration  project.  Write 
on  your  letterhead  to:  The  Statue  of  Liberty-EUis 
Island  Foundation,  Inc.,  101  Park  Ave,  N.Y.,  N.Y.  10178. 


KEEP 

THE 

TDRCH 

UT 


Save  these  monuments.  Send  your  personal  tax  deductible  donation  to:  P().  Box  1986,  New  York,  N,V.  KXJlH.The  Statue  of  Liberty-Ellis  Island  Foundation,  InC. 


STATUE  OF  LIBERTY-ELLIS  ISLAND  CENTENNIAL  CAMPAIGN 
BUSINESSPRESS  AD  NO.  SOL-1 603-83— 7"  x 10"  (1 10  Screen) 

Volunteer  Agency:  Kenyon  & Eckhardt,  Inc.  Volunteer  Coordinator:  Sharon  E.  Baum,  Chemical  Bank 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQADILITY 
CONFIRMED  BY  EXPERIENCE 

Q4LMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'" 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^" 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'^""^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAKEs 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  7Per  32:781 -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD.  Shader  Rl:  Clin  Pharmacol  7her  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27  1982  12.  Kales  A 
etal:  Pharmacology  26:121-137  1983 


DALMANE*  S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  In 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: In  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  Is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pr^nancy. 
Several  studies  suggest  an  Increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  Is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  In  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  Individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  In  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness.  Iight- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  laTkatlveness, 
apprehension,  Imtability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  ol  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  eg.  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  lor  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  resjxinse  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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COME  HOME  TO  A VACATION 


HAMILTON  HARBOUR 
APARTMENTS 

A beautiful  place  to  live. 


Set  on  14  peaceful  acres  along  Narragansett 
Bay,  Hamilton  Harbour  creates  a rare  op- 
portunity for  relaxation.  Sailing.  Boating. 
Nature  walks.  Tennis.  Sauna.  Swimming  pool. 
Unwind  at  Hamilton  Harbour,  the  perfect 
refuge  from  the  everyday  hustle  of  the  world. 

You’ve  never  seen  a place  like  Hamilton 
Harbour.  Sixty-seven  apartments  are 
created  from  a lovingly  restored 
19th  century  textile  mill.  Your 
apartment  will  feature  award 
winning  architecture,  cathedral 


ceilings,  exposed  wooden  beams,  maximum 
insulation,  central  air  conditioning,  and  a 
panoramic  view  of  Narragansett  Bay  or  a 
spectacular  multi-story  atrium.  Choose  from 
several  spacious,  yet  intimate,  apartment  de- 
signs — with  full  luxury  amenities. 

Discover  Hamilton  Harbour.  Just  1.6  miles 
south  of  Wickford,  Rhode  Island 
on  scenic  Route  lA. 

Models  now  open. 

Call  [401]  295-2500 
for  an  appointment. 

One  and  two-bedroom  rentals  available  from  $595  a month. 


Hamilton  Harbour 

Listed  on  the  National  Register  of  Historic  Places. 
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COUNCIL  ADDRESSES  REIMBURSEMENT  PROBLEMS 
WITH  THE  BLUES 


RHODE  ISLAND  MEDICAL  SOCIETY 
May  1984 

Charles  P.  Shoemaker,  Jr.,  MD,  President 
Wendy  J.  Smith,  Editor 


ANNUAL  MEETING  (continued) 


The  Council  recently  directed  President  Dr 
Charles  P.  Shoemaker,  Jr.,  to  write  Blue 
Cross  & Blue  Shield  of  Rhode  Island  and  two 
state  agencies  concerning  members’  recent 
problems  with  the  carrier.  The  action  was 
taken  at  the  Council’s  April  3 meeting  in 
response  to  increasing  concerns  of  mem- 
bers about  delayed  and  reduced  payments 
from  the  Blues.  The  problems  reportedly 
stem  from  administrative  difficulties  re- 
sulting from  the  Blues’  acquisition  of  a 
17-state  CHAMPUS  contract  late  last  year. 

As  the  result  of  Federal  Trade  Commission 
(FTC)  actions  in  other  states,  the  Society 
severed  its  relationship  with  the  local 
Blues  plan  in  1982.  Legal  counsel  John  A. 
Reid,  III,  however,  told  the  Council  that 
there  were  no  legal  constraints  against  the 
Society’s  sending  a letter  to  Blue  Cross  & 
Blue  Shield  as  an  expression  of  membership 
concern.  The  Council  also  encouraged  in- 
dividual physicians  to  write  the  Blues, 
the  Rhode  Island  Attorney  General,  and 
the  Director  of  Business  Regulation. 


all  Society  members  to  attend  the  173rd 
Annual  Meeting,  Wednesday,  May  23,  1984, 
at  the  Providence  Marriott  Hotel. 

Highlights  of  the  meeting  include: 

• An  informative  and  stimulating  luncheon 
session  scheduled  for  members  of  the 
House  of  Delegates  and  the  Council  with 
Dr  Joseph  F.  Boyle,  President-Elect  of 
the  American  Medical  Association.  The 
annual  session  of  the  House  of  Delegates 
will  follow  the  luncheon. 

• The  1984  Chapin  Oration  to  be  presented 
by  Dr  Robert  G.  Petersdorf,  a respected 
infectious  disease  specialist  and  accom- 
plished administrator.  Petersdorf  cur- 
rently is  Vice-Chancellor  for  Health 
Sciences  and  Dean  of  the  Medical  School, 
University  of  California  at  San  Diego. 

In  his  invitation.  Dr  Shoemaker  said, 

"Dr  Petersdorf  promises  to  deliver  some 
fresh  insights  on  the  perennial  problem 
of  government  and  medical  practice." 


Letters  should  be  sent  to: 

Douglas  J.  McIntosh,  President 
Blue  Cross  & Blue  Shield  of  Rhode  Island 
444  Westminster  Mall  - i 

Providence,  Rhode  Island  02901  : ■ 


CD 


CO 


The  Hon.  Dennis  J.  Roberts,  II  T- 

Attorney  General  » 

250  Benefit  Street  ^ 

Providence,  Rhode  Island  029(^ 

OC 

William  F.  Carroll 
Director  S 

Department  of  Business  Regularft) 

100  Main  Street 

Providence,  Rhode  Island  02903 
ANNUAL  MEETING  SCHEDULED  FOR  MAY  23  $ 
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RIMS  President  Dr  Charles  P.  Shoemaker,  Jr. 
recently  extended  a personal  invitation  to 


• An  opportunity  to  shape  the  Society’s 

agenda  for  the  next  year  at  the  annual  1 
business  meeting.  The  meeting  will  fea- 
ture the  1984  Presidential  Address  and 
the  installation  of  the  1984-1985  offi- 
cers: Drs  Paul  J.M.  Healey,  President; 

Leonard  Staudinger,  President-Elect; 

Melvyn  M.  Gelch,  Vice-President;  Milton  W.' 

Hamolsky,  Secretary;  and  Kenneth  E. 

Liffmann,  Treasurer.  | 

The  Annual  Dinner,  starting  at  5:30  pm  with  j 
a brief  reception,  will  be  a social  affair 
with  entertainment  by  the  Nightscene.  Two 
members  will  be  recognized  at  the  dinner  I 

for  their  contributions  to  the  Rhode  Island 
medical  community.  Dr.  Henry  T.  Randall, 
Surgeon-in-Chief  Emeritus,  Rhode  Island 
Hospital,  will  receive  the  Charles  L.  Hill 
Award  for  Distinguished  Service.  The  Soci- 
ety also  will  recognize  Dr  Joseph  E.  Cannon, 
who  will  retire  in  July  after  23  years  as 
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ANNUAL  MEETING  (continued) 

Director  of  the  Rhode  Island  Department  of 
Health. 

Registration  forms  were  sent  to  all  RIMS 
members  in  late  April.  Members  who  have 
not  made  their  reservations  should  call 
Edwina  L.  Rego  at  401/331-3207. 

COUNCIL  APPROVES  REVISED  STATEMENT  ON 
MEDICAL  RECORDS 

The  Council  of  the  Rhode  Island  Medical 
Society  recently  approved  a revised  ver- 
sion of  the  position  statement,  "Rhode 
Island  Physicians  and  Medical  Records," 
which  originally  was  developed  by  the 
Society  and  the  Board  of  Medical  Review 
in  October  1982.  It  was  designed  to  pro- 
vide members  with  a convenient  summary 
of  the  applicable  state  laws  covering 
* medical  records.  The  changes  were 

suggested  to  forestall  the  introduction 
of  proposed  legislation  which  would  man- 
date that  medical  records  are  the  property 
of  the  patient  rather  than  the  physician. 
After  the  Board  of  Medical  Review  approves 
the  revisions,  a new  printing  will  be  sent 
to  all  RIMS  members. 

In  other  actions  at  its  April  3 meeting, 
the  Council: 

• authorized  E.  James  Stergiou  of  the 
New  York  actuarial  consulting  firm 
Woodward  & Fondiller  to  represent  the 
Society  at  the  pending  Department  of 

I Business  Regulation  hearings  on  a pro- 
posed malpractice  premium  hike.  The 
Joint  Underwriting  Association  (JUA) 
is  seeking  a 44.6  per  cent  increase 
for  basic  coverage  during  the  1984- 
1985  premium  year. 

• endorsed  a child  health  plan  developed 
by  the  Rhode  Island  chapter  of  the 

i American  Academy  of  Pediatrics.  The 

project  originally  started  in  response 
to  various  health  plans  developed  by 
the  Statewide  Health  Coordinating 
Council.  Copies  of  the  plan,  which 
represents  three  years  of  work  by 
the  specialty  society,  have  been  sent 
j to  all  Rhode  Island  pediatricians  and 
interested  family  physicians. 

• endorsed  a request  from  the  RIMS  Com- 
mittee on  the  Impaired  Physician  for 


COUNCIL  MEETING  (continued) 

a cash  grant  from  the  Joint  Underwriting 
Association.  The  committee  is  charged 
with  "providing  aid  and  assistance  to 
physicians  whose  professional  judgments 
and  capacities  are  impaired  by  their 
difficulties  with  chemical  dependencies 
or  other  illnesses."  The  grant  is  to  be 
used  to  fund  such  committee  activities 
as  the  collection  of  urine  specimens, 
laboratory  testing,  and  psychological 
evaluations.  These  expenditures  often 
are  necessary  as  physicians  may  be  reluc- 
tant to  use  their  medical  coverage  to 
seek  help. 

• approved  a report  from  Society  President 
Dr  Charles  P.  Shoemaker,  Jr.  regarding 
RIMS  liaison  activities  with  the  Brown 
University  Program  in  Medicine.  RIMS 
officers  met  recently  with  Brown  adminis- 
trators and  faculty  to  discuss  such  prob- 
lems as  physician  supply,  the  Brown  resi- 
dency programs,  pending  legislation,  and 
physician's  assistants.  Future  meetings 
are  planned. 

• heard  from  Dr  Shoemaker  and  President- 
Elect  Dr  Paul  J.M.  Healey  about  their 
meetings  in  late  March  with  the  Rhode 
Island  Congressional  delegation  to  dis- 
cuss pending  federal  leeislation  which 
would  mandate  acceptance  of 
Medicare  assignment.  The  series  of 
Washington,  DC  meetings  was  organized 
by  the  AMA.  During  the  sessions,  the 
RIMS  officers  said  that  physicians  are 
concerned  about  the  financial  stability 
of  the  Medicare  program,  but  stressed 
that  any  long-term  solutions  must  include 
substantive  legislative  efforts  to  stem 
the  rising  costs  of  malpractice  insurance. 

• received  a report  from  Nancy  Alonso, 
volunteer  coordinator  of  the  Tele-Med 
program.  Instituted  in  1975,  Tele-Med 
is  a telephone  tape  system  designed  to 
supplement  the  patient  education  efforts  ' 
of  physicians  and  their  staffs.  Under- 
written by  the  Rhode  Island  Department 

of  Health,  the  service  receives  approxi- 
mately 200  calls  daily  from  the  public. 

STAFF  APPOINTMENT  ANNOUNCED 

Society  Executive  Director  Dr  Norman  A. 

Baxter  recently  announced  the  employment 

of  Dr  Newell  E.  Warde  as  Assistant  Execu- 
tive Director.  Warde,  who  joins  the 
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, WARDE  NAMED  TO  STAFF  POST  (continued) 

t Society's  staff  on  June  15,  will  be  re- 
} sponsible  for  monitoring  legislative  de- 
( velopments  and  providing  staff  support 
I for  continuing  RIMS  activities.  He 
replaces  Brian  R.  Clarke  who  left  the 
Society  in  March  to  accept  a position 
with  Blue  Cross  & Blue  Shield  of 
Rhode  Island. 

Currently  assistant  professor  of  German 
at  Bates  College  in  Lewiston,  Maine, 

Warde  received  his  undergraduate  degree 
from  Hamilton  (NY)  College  and  completed 
his  doctoral  training  at  the  University 
of  Massachusetts  in  Amherst.  A native 
of  Schoharie,  New  York,  he  has  been 
associated  with  Bates  College  since  1977. 

CARDIAC  DISEASE  STILL  LEADING  GAUSE 
OF  DEATH 

While  cardiovascular  disease  continued  as 
! the  leading  cause  of  death  in  Rhode  Island, 
I the  mortality  rate  for  three  other  condi- 
' tions  increased  dramatically  during  the 
first  nine  months  of  last  year.  Nearly 
2,800  Rhode  Islanders  died  from  cardiac 
I disease  during  the  period  under  considera- 
tion. According  to  preliminary  figures 
from  the  Rhode  Island  Department  of  Health, 
deaths  resulting  from  pneumonia  and  in- 
fluenza during  the  period  January-Septem- 
ber  1983  rose  by  nearly  50  per  cent  when 
compared  to  the  same  period  in  1982. 

Significant  increases  also  were  seen  in 
the  mortality  rates  for  atherosclerosis 
(32.4  per  cent)  and  chronic  obstructive 
pulmonary  disease  (16.6  per  cent).  Deaths 
resulting  from  chronic  liver  disease  and 
cirrhosis  decreased  by  slightly  more  than 
10  per  cent. 

AMA  SEEKS  INFORMATION  ON  DRGs 

The  American  Medical  Association  launched 
a new  program  to  monitor  physicians’  ex- 
periences with  the  recently-implemented 
prospective  payment  system  for  Medicare 
inpatients.  By  the  end  of  this  year, 
most  hospitals  participating  in  the  Medi- 
care program  will  be  reimbursed  on  a flat 
rate  according  to  the  diagnosis-group 
(DRG)  payment  methodology. 

The  organization  plans  to  use  physician 
reactions  as  one  of  the  bases  for  recom- 
mending changes  in  the  DRG  system  to  Con- 
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PHYSICIAN  REACTIONS  TO  DRGs  (continued) 

gress  and  federal  agencies.  While  all 
relevant  experiences  are  of  interest, 
the  AMA  specifically  is  seeking  informa- 
tion concerning  the  following: 
cost  and  quality  of  care,  length  of  stay, 
impact  on  hospital  admissions  and  discharge 
policies,  medical  staff  relationships  with 
hospital  administration,  and  utilization 
review. 

Physicians  are  encouraged  to  describe 
their  experiences  with  DRGs,  both  positive 
and  negative,  in  a brief  letter  and  send 
it  to : 

DRG  Monitoring  Project  - AMA 
Department  of  Health  Care  Resources 
PO  Box  10947 

Chicago,  Illinois  60610 
PERIPATETICS 

Society  members  in  the  news  include: 

• Dr  Peter  L.  Mathieu,  a Providence  pedia- 
trician, has  been  appointed  to  the 
Statewide  Health  Coordinating  Council. 

Dr  Mathieu  served  as  the  Society’s 
president  during  1980-1981. 

• Another  RIMS  past  president.  Dr  Joseph  E. 
Caruolo , was  elected  to  his  second  one- 
year  term  as  SHCC  chairman  in  March. 

• Dr  Barry  L.  Levin,  a Providence  neurolo- 
gist, has  been  named  chairman  of  the 
medical  advisory  committee  of  the  Rhode 
Island  Chapter  of  the  Multiple  Sclerosis 
Society. 

• The  American  Academy  of  Orthopaedic  Sur- 
gery recently  inducted  as  fellows  Drs 
Leonard  F.  Hubbard,  Providence,  and 
Frederick  M.  Johnson,  Johnston. 

• Dr  Y Jacob  Schinazi,  Providence,  was 
installed  as  president  of  the  Rhode 
Island  Ophthalmological  Society. 

Other  officers  include  Drs  Harold  Wood- 
come  , Jr . , President-Elect;  and  Elliot 
Perlman,  Secretary-Treasurer. 

• And  in  the  arts  news  . . . Dr  Yusef 
Barcohana,  Providence,  placed  second 
in  the  sculpture  division  at  the  1983 
American  Society  of  Anesthesiologists 
Annual  Meeting  art  exhibition. 
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THROUGH  THE  MEDICARE  MAZE  — HOW  ARE  DRGs  ASSIGNED? 

Effective  October  1,  1983,  reimbursement  for  most  hospitalized  Medicare  patients 
is  based  on  the  assignment  of  a diagnosis-related  group  (DRG)  instead  of  the  tra- 
ditif^nal  payment  method  based  on  the  actual  costs  of  providing  medical  care.  Be- 
cause the  DRG  system  already  has  affected  the  hospital  practices  of  many 
physicians,  a familiarity  with  its  functioning  is  essential.  Moreover,  Congress 
presently  is  considering  several  bills  which  would  apply  the  DRG  methodology,  known 
generically  as  a prospective  payment  system,  to  all  patients  regardless  of  the 
source  of  their  insurance  coverage. 

What  -Inj^oAmcutcon  -c6  m&ded  to  a VRG? 

Six  pieces  of  data  are  necessary  to  assign  a hospital  case  to  the  appropriate  DRG: 

• The  principal  diagnosis  is  the  one  established  after  the  patient  workup  as  the 
primary  reason  for  the  hospital  admission. 

• Any  secondary  diagnoses  must  be  classified  as  either  comorbidities  (concomi- 
tant conditions  existing  at  the  time  of  admission)  or  complications  (conditions 
which  developed  after  admission) . 

• The  procedures  include  the  diagnostic  and  therapeutic  procedures  performed. 

• Age  and  sex  of  the  patient 


• The  discharge  status  is  recorded  as  one  of  the  following:  routine  discharge 

to  home,  discharged  against  medical  advice,  transferred  to  another  facility, 
or  deceased. 

The  International  Classification  of  Disease  (ICD-9-CM)  is  used  as  the  primary 
coding  mechanism  for  both  principal  and  secondary  diagnoses  and  for  procedures. 

The  hospital  medical  records  staff  often  must  ask  the  attending  physician  for 
additional  specific  information  to  determine  which  of  the  13,000  codes  in  the 
manual  should  be  assigned  to  a case.  The  problem  is  further  complicated  by  the 
fact  that  not  all  of  these  codes  are  considered  to  be  acceptable  comorbidities 
or  complications. 

Hou)  oAe,  VRG6  acXacitly  (U6i.gviizd? 

The  assignment  process  consists  of  five  separate  stages:  On  admission,  the  medi- 
cal record  is  initiated  with  the  following  information:  age,  sex,  admission  date; 

admission  diagnosis;  and  comorbidities,  if  any.  After  the  patient  workup,  the 
record  should  include  the  diagnostic  procedures  performed  and  the  presence  of  any 
additional  diagnoses  or  comorbidities.  After  treatment , the  record  must  detail 
all  therapeutic  procedures  and  any  complications.  At  discharge,  the  discharge 
status  of  the  patient  is  determined  and  recorded,  the  final  diagnosis  established, 
and  the  discharge  date  noted. 

After  discharge,  all  information  is  translated  into  ICD-9-CM  codes  by  the  medical 
records  staff,  and  the  length  of  stay  is  calculated.  When  all  applicable  data 
have  been  entered  into  the  record.  Medicare  requires  that  the  attending  physician 
attest  to  the  accuracy  of  the  information.  This  may  occur  either  before  after 
the  coding  process. 

NEXT  MONTH:  (JJhcut  an  "ouuttioA?" 
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TlHERADEUTiC 

5ERVlCES|NC 

PHYSICAL  THERAPY 
OCCUPATIONAL  THERAPY 

We  provide  comprehensive  therapy  delivered  by  qual- 
ified, licensed  professionals  within  a community  atmos- 
phere. 

Therapy  Services  are  provided  in  the  following  areas: 

Orthopedics  Pediatrics 

Neurological  Obstetric 

Pulmonary  Sports  Medicine 

Our  concept  of  rehabilitation  is  patient  centered  with  the 
patient’s  physician  as  medical  director.  We  meet  the 
goals  of  the  physician  and  patient  in  the  most  efficient 
manner  utilizing  the  most  modern  equipment  available. 

Medicare,  Blue  Cross,  Workers  Compensation  Insur- 
ance accepted. 

For  more  information,  contact  Stanley  F.  Pora,  M.Ed., 
PT. 

482  A BROADWAY  • PAWUCKET,  Rl  02860 
401-725-4787 


ADAMS, 
DeCAPORALE 
& ANTONIO 

ATTORNEYS  AT  LAW 


General  Law  Practice 
Medical  Collections 


1 44  Waterman  Street 
Providence,  Rhode  Island 
401/421-1364 


SUITES  AVAILABLE 
East  Bay 
Medical  Building 
250  Wampanoag  Trail 
East  Providence 


COMPLETE  X-RAY,  ULTRASOUND,  AND  LABORATORY  SERVICES 
EASILY  ACCESSIBLE  FROM  ALL  HIGHWAYS 

SHORT  DISTANCE  TO  ALL  GREATER  PROVIDENCE  AND  PAWTUCKET  HOSPITALS 
NEW  BUILDING  WITH  SPACIOUS  AND  EFFICIENT  OFFICES 
AMPLE  PARKING 

For  further  information,  please  call: 

401  434-5432  or  438-1010 
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Charles  McCabe 


Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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In  the  space  age, 
operating  a medical  office 
without  a computer 
is  like  performing  surgery 
hy  candlelight! 

A computer's  brains  are  called  "software."  If  your  computer  had  the  brains  of  an  Einstein,  it  could  solve 
every  problem  in  your  office.  So  educate  your  computer.  Give  it  the  best  software  available  in  the  Rhode 
Island  area  from  the 

Software  Library 

The  Software  Library  offers  to  demonstrate  in  your  office  the  following  "brain  systems"  for  your 
computer: 

• MICRO  MED  (The  Rhodes  Scholar  of  software) 

It  prints  and  fills  out  up  to  99  different  insurance  forms. 

It  prepares  a complete  bill  before  the  patient  steps  out  the  door. 

It  files  information  and  creates  reports. 

It  reminds  patients  of  appointments  and  overdue  bills,  or  just  sends  them  a nice  letter. 

• MEDICAL  MANAGER  BY  SYSTEMS  PLUS  (smart  enough  to  get  into  medical  school) 

It  files  anything. 

It  informs  patients  about  medical  costs  and  balances  due. 

It  helps  collect  insurance  claims  and  overdue  accounts. 

It  presents  claims  to  insurance  companies,  no  matter  how  many  companies  or  how  many  claim  formats. 

• I.M.S.  MEDICAL  OFFICE  MANAGEMENT  SYSTEM  (on  the  Dean's  List) 

It  groups  medical  charges  for  several  family  members  into  one  statement. 

It  prints  statements  with  balance  due  for  patients. 

All  this  software  will  run  on  NEC-APC,  ZENITH-100,  EAGLE,  ALTOS  (multi-user  systems)  as 
well  as  most  popular  micro-computers.  So  if  you  have  your  own  computer  hardware,  regardless 
of  its  name,  we'll  teach  it  to  solve  all  your  office  problems.  If  you  don't  have  a computer  already, 
we'll  get  one  for  you  and  supply  the  brains.  Then  you  can  call  it  the  EINSTEIN. 

Software  Library 
5 1 Bassett  Street 
Providence,  R.l.  02903 
Phone:  (401)  331-7664 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  statt 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  stafi  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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A physical  therapist  at  The  Miriam  Hospital  Chronic  Pain  Treatment  Program  administers  therapy  to  a patient  suffering  from  chronic 
low  back  pain.  The  dysfunction  has  been  called  “one  of  the  most  expensive,  difficult,  and  prevalent  problems  facing  medicine. " For 
more  on  chronic  pain  and  the  rehabilitative  approach  followed  at  The  Miriam  Hospital,  see  page  219. 

Photograph  by  Gene  Dwiggins,  courtesy  of  The  Miriam  Hospital,  Providence,  Rhode  Island. 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 

shows  a favorable  outcome  in  83  per  cent  of 

cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 

Starkweather  and  Shepley 

turn  to  the  active  practice  of  medicine. 

Business  Insurance 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 

Personal  Service 

tansky,  meets  monthly.  It  is  a standing  committee 

of  the  Society  charged  with  ‘‘helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 

155  SOUTH  MAIN  STREET 

pendency  or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 

PROVIDENCE,  RHODE  ISLAND  02903 

fidence.  If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 

421-6900 

The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 

Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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The  changir^  of 
hie  card. 


There’s  a new  card  in  town.  And  it’s  creating  a healthy  change  in 
the  way  people  approach  health  care. 

It’s  called  MASTER  HEALTH. 

MASTER  HEALTH  provides  all  the  services  you  get  under 
traditional  health  insurance,  plus  covers  the  cost  of  preventive 
care.  Things  like  routine  physical  examinations,  eye  and  ear 
exams,  well-baby  care,  immunizations  and  much,  much  more. 
Tilings  that  keep  you  healthy,  not  hospitalized. 

Effective  January’  1,  1984,  Master  Health  will  be  available  to 
Participating  Physicians  and  their  Office  Personnel  at  the  follow- 
ing monthly  rates; 


Single;  $61.29 

Eamily;  $147.0S 


Master 

Health 

It  pays  to  keep  you  healthy. 


EDITORIAL 


The  Medicare  Assignment  Option: 
The  Debate  Intensifies 

May  is  “Older  Americans  Month,”  a time  official- 
ly designated  to  focus  attention  on  the  social, 
economic,  and  medical  issues  facing  the  elderly. 
This  month  it  is  especially  fitting  that  Medicare,  a 
program  which  affects  most  older  Americans, 
continues  to  receive  considerable  attention  from 
the  medical  and  popular  press.  As  legislative  de- 
bates on  the  fiscal  soundness  of  the  program  in- 
tensify, it  is  likely  that  there  will  be  more  con- 
troversy over  one  aspect  of  Medicare  reimburse- 
ment, the  so-called  “assignment  of  Medicare  ben- 
efits.” Within  the  past  six  months,  we  have  seen 
the  introduction  of  four  legislative  proposals  on 
the  federal  level  and  one  resolution  in  the  Rhode 
Island  General  Assembly  which  would  rec{uire 
physicians  to  accept  assignment  of  Medicare  ben- 
efits as  “payment  in  full.” 

The  subject  is  an  emotionally-charged  one  for 
both  physicians  and  their  older  patients.  At  the 
center  of  the  debate  is  the  issue  of  whether  physi- 
cians may  bill  their  Medicare  patients  more  than 
the  fee  paid  by  the  federal  government  for  that 
particular  service.  Physicians  currently  may 
choose  on  a case-by-case  basis  whether  to  assign 
the  claim.  In  either  case,  Medicare  will  pay  only 
80  per  cent  of  its  allowed  fee.  In  a phrase  especial- 
ly galling  to  many  physicians,  this  fee  allowance  is 
described  in  Medicare  terminology  as  the 
“reasonable  charge.”  If  the  claim  has  been 
assigned  to  the  physician,  the  patient  is  responsi- 
ble for  a 20  per  cent  copayment.  For  unassigned 
claims,  the  Sledicare  beneficiary  must  jiay  both 
the  copayment  and  any  difference  between  the 
physician’s  charges  and  the  Medicare  fee  allow- 
ance. 

fhe  assignment  rate,  or  the  percentage  of 
times  that  physicians  accept  the  Medicare  fee  al- 
lowance as  payment  in  full,  has  decreased  steadily 
since  the  late  1 9b0s.  On  a national  average,  physi- 
cians in  1909  accepted  assignment  for  01.5  per 
cent  of  all  .Medicare  claims  filed,  by  1980,  that 
figure  had  dropped  to  5 1 .5  j>ei  cent  and  in  1982 


to  42  per  cent.  However,  these  national  statistics 
are  slightly  misleading  since  the  assignment  rate 
varies  widely  throughout  the  country.  In  1982,  it 
ranged  from  a high  of  82  per  cent  in  Rhode 
Island  to  19  per  cent  in  Wyoming.  Despite  the 
high  assignment  level  in  this  state,  there  is  grow- 
ing worry  among  the  elderly  about  the  burden  of 
out-of-pocket  expenditures  for  medical  care.  As  a 
reflection  of  this  concern,  the  Rhode  Island 
General  Assembly  recently  approved  a resolution 
calling  upon  the  US  Gongress  to  require  that 
physicians  accept  assignment  for  their  Medicare 
patients. 

At  the  time  of  this  writing.  Congress  was  con- 
sidering several  bills  which  would  mandate 
assignment.  The  House  Ways  and  Means  Com- 
mittee has  approved  a proposal  which  would 
freeze  Medicare  fees  for  one  year  and  require 
assignment  of  all  inpatient  claims.  While  a plan 
approved  by  the  Senate  Finance  Committee 
would  not  mandate  assignment,  it  would  extend  a 
proposed  one-year  freeze  on  Medicare  payments 
for  physicians  who  did  not  “voluntarily”  accept 
the  federal  reimbursement.  There  are  variations 
on  each  of  these  major  proposals,  and  other  op- 
tions under  consideration  as  well.  It  has  been 
suggested  that  assignment  be  required  for  office 
visits  and  other  outpatient  services,  and  that 
physicians  either  accejjt  all  claims  or  none  at  all. 
The  Kennedy-Ciephardl  bill  would  extend  the 
reimbursement  system  based  on  diagnosis- 
related  groups  (l)R(is)  to  out])alient  services. 
less  coercive  recommendation  is  designed  to  en- 
courage physician  participation  in  the  jirogram 
by  of  fering  a simplified  billing  jirocedure  to  those 
who  accept  assignment. 

One  bill  has  especially  ominous  implications 
for  physicians  and  hosjiitals.  Introduced  by 
House  Aging  Committee  Chairman  Fdward 
Roybal  (I).,  California),  the  proposal  would  jiro- 
hibit  physicians  from  charging  their  elderly  j)a- 
tienls  for  the  difference  between  their  profes- 
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sional  charges  and  the  Medicare  fee  allowance. 
Unlike  other  Congressional  recommendations,  it 
would  require  hospitals  to  deny  staff  privileges  to 
any  physician  who  refused  Medicare  assignment. 
During  a press  conference  held  to  generate  sup- 
port for  the  bill,  Roybal  alleged  that  physicians 
“overcharged”  Medicare  patients  by  $2.5  billion 
last  year,  or  $107  per  patient.  While  the  measure 
is  not  given  any  serious  chance  of  passage  this 
year,  it  has  received  the  backing  of  such  powerful 
senior  citizens  groups  as  the  American  Associa- 
tion of  Retired  Persons  and  the  National  Council 
of  Senior  Citizens. 

The  fiscal  implications  of  the  Medicare  assign- 
ment issue  are  tremendous.  Estimated  to  reach 
$25  billion  in  1985,  the  Medicare  expenditure  for 
physician  services  will  become  the  third  largest 
domestic  program,  exceeded  only  by  Social 
Securitv  and  the  Medicare  hospital  insurance 
program.  According  to  a staff  report  prepared 
for  the  US  Senate  Committee  on  Aging,  pay- 
ments from  the  Medicare  program  represent 
approximately  18  per  cent  of  average  gross  re- 
ceipts for  physician  practices.  The  report  con- 
tends that  Sledicare  reimbursement  has  become 
“too  large  a factor”  for  most  physicians  to  refuse 
to  participate  in  the  program. 

Concerns  have  been  raised,  however,  that  man- 
datory assignment  would  trigger  defections  from 
the  Medicare  program  and  result  in  a two-tiered 
svstem  of  medical  care.  In  testimonv  before  the 
US  Senate  Committee  on  Aging,  Doctor  James  S. 
Todd,  representing  the  AMA  Board  of  Trustees, 
maintained  that  the  current  assignment  option  is 
“an  important  factor  that  has  enabled  physicians 

Wendy  J.  Smith 


to  treat  Medicare  patients  in  the  same  manner  as 
other  patients.”  Rhode  Island  Medical  Society 
President  Doctor  Charles  P.  Shoemaker,  Jr.,  tes- 
tifying before  the  Statewide  Health  Coordinating 
Council  and  the  Health,  Education,  and  Welfare 
Committee  of  the  Rhode  Island  House  of  Repre- 
sentatives, voiced  similar  reservations.  Moreover, 
Doctor  Shoemaker  told  both  groups,  it  is  appar- 
ent that  physicians  are  getting  caught  in  a bind 
between  frozen  reimbursement  rates  and  such 
skyrocketing  practice  costs  as  malpractice  insur- 
ance premiums,  higher  personnel  costs,  and  in- 
creased overhead. 

It  is  unlikely  that  mandatory  assignment  would 
have  a significant  impact  in  Rhode  Island,  he 
added,  because  of  the  already  high  level  of 
acceptance  on  a voluntary  basis.  The  recently- 
published  Guide  to  Physician  Sei-uices  indicates  that 
most  members  of  the  Rhode  Island  Medical  Soci- 
ety already  accept  Medicare  assignment. 

One  of  the  reasons  for  the  emotional  intensity 
that  has  characterized  the  debate  over  the  man- 
datory assignment  proposals  may  be  due  to  the 
fact  that  we  are  confronting  what  amounts  to  a 
broken  promise.  During  the  discussions  which 
preceded  the  enactment  of  Medicare  in  1965, 
elderly  Americans  were  told  that  the  Social  Secur- 
ity program  would  take  care  of  their  medical  ex- 
penses. For  their  part,  physicians  were  assured 
that  they  would  continue  to  receive  their  “usual, 
customary,  and  reasonable”  fees  for  providing 
services  to  Medicare  beneficiaries.  Neither  prom- 
ise was  possible  in  the  face  of  the  limited  re- 
sources available,  and  we  now  must  deal  with  the 
painful  process  of  readjusting  our  expectations. 
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The  Year  in  Review 


As  the  Annual  Meeting  approaches,  it  is  perhaps 
fitting  to  look  at  the  Society’s  accomplishments 
during  the  past  year  and  some  of  the  remaining 
problems.  Generally,  organized  medicine  must 
spend  a considerable  amount  of  effort  in  reacting 
to  political  forces.  While  the  Society  had  its  share 
of  defensive  reactions  this  year,  we  did  take  some 
positive  steps  to  shape  the  future  of  medical  prac- 
tice. 

We  had  the  first  taste  of  reality  last  summer 
when  the  Society  was  invited  to  a conference  for 
the  business  community  on  health  care  costs, 
which  was  organized  by  the  Governor’s  office. 
Although  the  program  listed  an  impressive 
group  of  economists,  business  leaders,  and  other 
experts,  there  were  no  physicians  included  as 
speakers.  At  the  Society’s  instigation,  the  confer- 
ence organizers  did  invite  Doctor  James  K.  Davis, 
\’ice-Speaker  of  the  AMA  House  of  Delegates 
and  a recognized  authority  on  cost  containment. 

Because  the  Greenhouse  Compact  demanded 
so  much  of  the  business  community’s  attention,  a 
business  coalition  to  curb  rising  medical  costs  has 
yet  to  materialize  in  Rhode  Island.  In  Mas- 
sachusetts, however,  several  active  business  coali- 
tions have  emerged.  As  they  quickly  recognized 
that  rising  malpractice  premiums  are  adding  to 
the  costs  of  medical  care,  these  groups  of  business 
leaders  have  become  useful  allies  in  seeking  sub- 
stantive tort  reform. 

An  important  event  of  the  year  was  the  Socie- 
ty’s November  30  conference  on  the  legislative, 
economic,  and  social  aspects  of  medical  practice. 
Nearly  40  physicians,  identified  by  their  col- 
leagues as  future  leaders,  attended  the  day-long 
invitational  meeting.  Many  of  them  expressecl 
concern  about  the  imj^act  of  a “physician  glut.” 
Goincidentally,  the  Providence  Journal  that  day 
had  published  a report  of  jjlans  by  the  Brown 
University  Program  in  Medicine  to  add  33  full- 
time faculty.  There  presently  are  more  than  400 
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residency  positions  in  the  Brown  system.  As  a 
result,  the  Society  initiated  a series  of  productive 
discussions  with  Brown  concerning  the  problems 
created  by  an  oversupply  of  physicians.  Con- 
tinuing meetings  are  planned  and  a liaison  com- 
mittee will  study  the  physician  glut  in  Rhode  Is- 
land. 

A paradox  of  this  situation  recently  came  to  my 
attention  after  our  local  hospital  lost  the  services 
of  several  anesthesiologists.  The  “physician  glut” 
does  not  apply  equally  to  all  specialties  as  there 
has  been  a recent  loss  of  anesthesiologists  and 
other  physicians  from  the  state.  Several  hospitals 
in  Rhode  Island  lack  complete  anesthesia  cover- 
age. While  we  pride  ourselves  on  our  high  level  of 
Medicare  assignment,  the  hard  reality  is  that 
reimbursement  levels  for  Medicare  and  other 
third-jiarty  programs  may  be  inadequate  to 
attract  and  retain  some  badly-needed  specialists. 
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The  liaison  committee  of  the  Society  and  the 
Rhode  Island  Bar  Association  demonstrated  con- 
siderable foresight  by  revising  the  inter- 
professional code  originally  developed  in  1976. 
The  liaison  committee  also  plans  to  continue  tack- 
ling the  difficult  problem  of  “do  not  resuscitate” 
orders. 

During  its  recently-ended  session,  the  Rhode 
Island  General  Assembly  considered  many  hills 
which  would  affect  both  physicians  and  their  pa- 
tients. Three  proposals  are  especially  notewor- 
thy. With  the  Society’s  assistance,  the  Rhode  Is- 
land Ophthalmological  Society  mounted  an 
aggressive  campaign  to  defeat  a hill  which  would 
have  allowed  optometrists  to  prescribe  and  ad- 
minister therapeutic  drugs.  The  state’s  ophthal- 
mologists were  highlv  effective  in  convincing  the 
legislature  that  such  a move  would  endanger  the 
public  health.  In  response  to  efforts  to  expand 
the  practice  privileges  of  the  physician’s  assistant, 
the  Society  again  emphasized  that  PAs  must  func- 
tion under  the  supervision  of  fidly-licensed 
physicians.  We  also  developed  a revised  format 
for  the  release  of  medical  records  which  will  be 
sent  to  all  members  later  this  year.  As  a result  of 
this  action,  the  sponsor  of  a bill  which  would  have 
transferred  ownership  of  records  from  the  phvsi- 
cian  to  the  patient  agreed  to  withdraw  his  propos- 
al. 

These  political  fights  absorbed  a considerable 
amount  of  time  and  energy.  The  laws  and  regula- 
tions covering  non-phvsician  providers  in  Rhode 
Island  are  extremely  uneven  as  evidenced  by  the 
tact  that  nurse  practitioners  are  not  licensed.  It 
has  been  suggested  hv  some  that  the  Societv  seek 
legislation  which  would  authorize  the  Depart- 
ment of  Health  to  license  and  regulate  all  health 
providers. 

Phis  year  the  Society  introduced  a package  of 
five  hills  designed  to  alleviate  the  growing  mal- 
practice crisis.  As  four  of  these  hills  would  have 
affected  other  kinds  of  liability  from  personal 
injury,  we  exj^ected  more  support  from  the  insur- 
ance industrv  and  business  leaders.  While  the 
legislative  leadership  was  responsive  to  our  prob- 
lems, there  was  not  enough  support  to  secure 
passage  of  the  reform  package.  The  General 
.Assembly  did  create  a legislative  study  commis- 
sion to  address  the  malpractice  crisis,  thereby 
laying  the  groundwork  ior  substantive  reform 
during  future  sessions.  The  Rhode  Island  delega- 
tion to  the  AM.A  House  of  Delegates  may  intro- 
duce a resolution  on  the  malpractice  problem 
which  should  help  considerably,  if  adopted.  The 
.AM.A  would  be  asked  to  provide  documentation 


justifying  the  need  for  special  tort  reform  legisla- 
tion ancl  to  draft  model  legislation  capable  of 
surviving  the  anticipated  constitutional  chal- 
lenges. 

On  an  upbeat  note,  we  recently  won  a signifi- 
cant victory  on  the  federal  level  with  the  defeat  of 
several  hills  requiring  the  assignment  of  Medi- 
care benefits.  Although  it  is  the  hospital  compo- 
nent of  Medicare  which  faces  bankruptcy,  Gon- 
gress  anxiously  is  searching  for  ways  to  save  the 
Medicare  program.  New  proposals  to  regulate 
physician  fees  may  well  emerge  next  year.  As  a 
positive  result  of  the  discussion  of  this  issue, 
however,  we  have  developed  valuable  rela- 
tionships with  the  Rhode  Island  Congressional 
delegation  and  a means  of  discussing  other 
troublesome  issues,  such  as  the  Federal  Trade 
Commission  and  malpractice  reform. 

Another  significant  accomplishment  was  the 
publication  and  distribution  of  the  Guide  to  Physi- 
cian Semices.  Published  in  response  to  public  re- 
cjuests  for  more  information  on  physicians,  it  was 
a direct  result  of  efforts  by  the  late  Doctor  Melvin 
D.  Hoffmann,  the  Society’s  immediate  past  presi- 
dent. Two  weeks  before  his  untimely  death,  he 
had  the  honor  and  pleasure  of  announcing  the 
release  of  the  directory  at  Governor  Garrahy’s 
press  conference. 

As  for  the  future,  we  can  expect  malpractice 
cost  to  absorb  our  energies.  With  the  help  of  the 
AMA  and  the  new  legislative  commission,  we 
should  have  by  next  year  a viable  package  of 
legislation  ready  for  introduction  into  the  Gener- 
al Assembly.  The  Society  can  profit  from  the  re- 
cent experiences  of  the  ophthalmologists  by 
mounting  a personal  campaign  aimed  at  indi- 
vidual legislators,  thus  improving  our  chances  of 
controlling  our  destiny. 

As  for  Medicare,  the  harsh  reality  is  that,  as  the 
result  of  technological  advances  and  an  aging 
population,  the  fiscal  crunch  will  not  be  solved  by 
“freezes,”  caps,  or  DRGs.  Rather,  the  federal  gov- 
ernment must  face  some  serious  alternatives  such 
as  the  rationing  of  medical  care  or  spending  less 
on  defense.  These  are  difficult  choices.  It  is  likely 
that  Congress  will  seek  the  easiest  way  out  politi- 
cally by  continuing  to  single  out  physician  charges 
as  the  culprit,  unless  we  protest  in  a unified  voice. 

By  combining  our  efforts,  the  Society  and  the 
AMA  have  achieved  a successful  year  with  many 
accomplishments.  As  we  are  faced  in  the  coming 
year  with  the  pending  struggles  over  malpractice 
reform  and  NIedicare  reimbursement,  your  con- 
tinuing support  and  a strong  commitment  will  be 
essential. 
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The  Chronic  Low  Back  Pain  Syndrome: 
identification  and  Management 

! Appropriate  Treatment  Should  Lead  to  Better  Services,  Improved  Health  Status, 
' and  Reduction  in  Health  Care  Costs 

Michael  J.  Follick,  PhD 
Edward  W.  Aberger,  PhD 
David  K.  Ahern,  PhD 
James  R.  McCartney,  MD 


Chronic  low  back  pain  is  one  of  the  most  preva- 
lent, difficult,  and  expensive  problems  currently 
facing  medicine.  An  estimated  50  million  Amer- 
icans are  either  partially  or  totally  disabled  by 
chronic  pain  at  an  annual  cost  of  more  than  40 
billion  dollars,  including  hospital  and  health  care 
expenses,  lost  work  productivity,  sick  pay,  and 
compensation  costs.  Moreover,  these  patients 
utilize  a disproportionately  large  percentage  of 
health  care  resources.^  A study  performed  by  the 
Washington  State  Department  of  Labor  indi- 
cated that  while  low  back  pain  injuries  of  more 
than  three  months’  duration  accounted  for  only 
4.5  per  cent  of  work-related  claims  during  a 
twelve-month  period,  they  consumed  36.5  per 
cent  of  the  total  compensation  budget  for  the 
same  period."^ 

Even  more  significant  is  the  cost  of  chronic 
pain  in  terms  of  human  suffering.  These  patients 
typically  experience  a major  disruption  in  their 
work,  family,  and  social  activities.  Unfortunately, 
traditional  medical  and  surgical  interventions 
have  been  largely  ineffective  in  treating  chronic 


From  The  Miriam  Hospital,  and  Department  of  Psychiatry  and 
tinman  Behavior,  Browti  Utiiversity  Program  in  Medicine. 


Michael  j . Follick,  Phi),  Director,  The  Miriam  Hospi- 
tal Chronic  Pain  Treatment  Program,  Providence, 
Rhode  Island;  and  Assistant  Professor  of  Psychiatry 
and  Human  Behavior,  Brown  University  Program  in 
Medicine. 

Edward  U'.  Aberger,  PhD,  Post-Doctoral  Fellow,  De- 
partment of  Psychiatiy  and  Human  Behavior,  Brown 
University  Program  in  Medicine. 


pain.^'^  Only  30  to  40  per  cent  of  chronic  pain 
patients  obtain  significant  long-term  pain  relief 
from  surgical  and  medical  techniques.'*  ' ’ In 
addition,  the  multiple  medical  and  surgical  in- 
terventions that  these  patients  receive  often  pro- 
duce such  iatrogenic  complications  as  surgical 
scar  tissue  and  medication  side-effects  which  in- 
crease the  severity  and  extent  of  the  pain 
problem.'' 

Many  pain  experts  contend  that  traditional 
medical  and  surgical  approaches  have  a poor  suc- 
cess rate  with  chronic  pain  because  they  are 
aimed  at  only  a part  of  the  problem.'^’  Chronic 
pain  is  seen  as  a different  condition  than  acute 
pain.  The  evaluation  and  management  of  acute 
pain  usually  focuses  exclusively  on  the  under- 
lying tissue  pathology.  However,  the  longer  pain 
persists,  the  greater  the  contribution  that  psycho- 
logical, social,  and  environmental  factors  are  like- 
ly to  have  to  the  pain  experience.  Chronic  pain, 
therefore,  involves  a complex  interaction  of 
psychological,  social,  and  environmental  vari- 
ables as  well  as  biological  factors.  Ihis  bio- 
psychosocial model  may  be  used  to  ex])lain  the 
unresponsiveness  of  chronic  pain  to  repeated  in- 
terventions whose  singular  locus  is  correcting  the 
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underlying  physical  pathology  or  blocking  the 
“pain  pathway.”  If  pain  complaints  and  disability 
persist,  despite  repeated  medical  and  surgical  in- 
terventions, it  becomes  imperative  to  shift  to  a 
more  comprehensive  biopsychosocial  model  of 
assessment.  It  must  be  emphasized  that  this  con- 
ceptual shift  does  not  involve  distinguishing  be- 
tween functional  and  organic  pain.  It  is  impossi- 
ble to  establish  a purely  psychological  etiology  to 
pain,  and  a functional  diagnosis  is  merely  a di- 
agnosis by  exclusion  that  does  not  benefit  the 
patient.  Instead,  the  differential  is  whether  the 
patient  demonstrates  signs  of  the  chronic  low 
back  pain  (CLBP)  syndrome. 

The  patient  suffering  from  this  syndrome  will 
present  a constellation  of  interrelated  problems, 
including  persistent  complaints  of  pain  and  such 
pain  behaviors  as  moaning,  facial  grimacing,  and 
limping;  marked  limitations  in  functional  capa- 
bilities; depression  and  emotional  distress; 
chemical  dependency;  marital  and  family  dis- 
cord; and  vocational  and  financial  difficulties.  If 
a patient  has  multiple  components  of  the  CLBP 
syndrome,  it  is  likely  that  repeated  applications  of 
acute-care  strategies  (ie,  attempts  to  eliminate  the 
nociceptive  stimulus)  will  be  of  limited  value  and 
may  possibly  exacerbate  the  pain  cycle.  Conse- 
quently, when  a patient  experiences  the  chronic 
pain  syndrome,  it  is  necessary  to  shift  the  focus  of 
treatment  away  from  curative  to  rehabilitative. 

The  purpose  of  this  paper  is  to  identify  and 
clarify  the  various  components  of  the  chronic  low 
back  pain  syndrome  and  present  an  alternative 
approach  to  management  of  patients  suffering 
from  this  difficult  problem.  The  orientation  and 
function  of  a multidisciplinary  pain  clinic  is  de- 
scribed, with  specific  reference  to  the  Chronic 
Pain  Treatment  Program  at  The  Miriam  Hospi- 
tal, Providence,  Rhode  Island. 

Symptom  Complex 

When  pain  persists  for  a protracted  period,  the 
following  symptoms,  problems,  or  both  often  de- 
velop as  components  of  the  chronic  low  back  pain 
syndrome: 

Persistent  complaints  of  pain  and  pain  behaviors: 
Chronic  pain  is  defined  as  pain  that  has  persisted 
for  a period  of  at  least  six  months  despite  multiple 
medical  and  surgical  interventions.  It  typically  is 
experienced  on  a daily  basis  and  often  becomes 
incapacitating.  Usually,  there  is  no  detectable 
pathology,  or  the  degree  of  self-reported  pain  far 
exceeds  discernible  tissue  damage.  Patients  with 
chronic  pain  usually  display  a wide  variety  of 


readily-identifiable  behaviors,  including  verbal 
complaints,  grimacing,  guarded  movement,  fre- 
quent position  shifts,  lying  down,  and  avoidance 
of  routine  activities. 

Fordyce  has  proposed  a social-learning  model 
to  explain  the  persistence  of  such  pain  behaviors, 
at  least  in  some  patients,  despite  correction  of  the 
underlying  pathophysiology.'*^  Under  this  mod- 
el, there  are  two  types  of  pain  behaviors,  operant 
and  respondent.  While  respondent  behaviors 
occur  reflexively  to  antecedent  stimuli  arising 
from  the  site  of  the  tissue  damage,  operant  pain 
behaviors  are  controlled  directly  by  environmen- 
tal consequences.  In  a state  of  chronic  pain,  For- 
dyce contends,  behaviors  which  were  initially  re- 
spondent in  nature  become  operant  in  character 
through  the  process  of  learning.  Pain  behaviors 
may  well  be  reinforced  by  sympathy  and  concern 
from  others,  the  avoidance  of  unpleasant  respon- 
sibilities, financial  compensation,  and,  under  cer- 
tain conditions,  medications. 

Impaired  f unctioning:  Chronic  pain  patients  fre- 
quently demonstrate  marked  impairment  in 
functional  capabilities  characterized  by  an  inabil- 
ity to  engage  in  routine  daily  activities  considered 
normal  for  their  age  and  sex.'*^  '®  Often  perva- 
sive, these  impairments  include  limitations  in  so- 
cial, recreational,  and  work  activities,  and  restric- 
tions in  general  mobility,  range  of  motion,  muscle 
strength,  and  ambulation.'*’’  To  avoid  move- 
ments or  activities  that  may  exacerbate  discom- 
fort, chronic  pain  patients  increasingly  restrict 
their  functioning  until  pain  and  disability  domi- 
nate their  lives.  They  typically  spend  33  per  cent 
of  their  waking  hours  lying  dowm  for  pain 
relief.'^*' 

Emotional  distress:  A large  proportion  of  chronic 
pain  patients  display  significant  levels  of  emo- 
tional distress  characterized  primarily  by 
depression."^’  These  patients,  like  those  with 
other  chronic  conditions,  face  an  uncertain  prog- 
nosis and  the  possibility  that  they  may  never  re- 
cover. At  the  same  time,  they  often  must  abandon 
or  dramatically  reduce  their  work,  social,  and 
recreational  activities  w hich  were  previously  cen- 
tral to  their  lives  or  served  as  primary  sources  of 
enjoyment.  As  a result,  feelings  of  helplessness, 
hopelessness,  and  despair  develop.  Moreover, 
some  chronic  pain  patients  also  exhibit  anxiety, 
disordered  thinking,  agitation,  poor  impulse  con- 
trol, and  social  alienation.^'  These  patients  may 
also  reveal  hostility,  resentment,  and  a high  level 
of  suspicion,  especially  towards  health  care  pro- 
viders seen  as  responsible  for  their  continued 
pain  and  suffering. 
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Chemical  dependency:  Chemical  dependency  is  a 
frequent  problem  in  patients  suffering  from 
chronic  paind®’  An  estimated  50  to  65  per  cent 
of  these  patients  exhibit  analgesic  abuse,  addic- 
tion, or  habituation.*^’  While  pain  relief 
medications  may  provide  short-term  pain  relief, 
their  utilization  on  a long-term  basis  affords 
neither  sustained  pain  relief  nor  an  improvement 
in  overall  functioning.  Instead,  the  prolonged 
use  of  narcotics  usually  produces  such  adverse 
reactions  as  habituation,  constipation,  lethargy, 
and  addiction.'®  The  provision  of  temporary 
pain  relief  through  medication  serves  as  a power- 
ful enticement  that  leads  the  chronic  pain  patient 
to  continue  and  gradually  increase  usage  of  these 
substances  until  psychological  dependence, 
physical  addiction,  or  both  develop. 

Marital  discord:  Chronic  pain  can  have  a devas- 
tating impact  on  the  structure  and  functioning  of 
the  family  system.'®’^®  Family  members,  espe- 
cially the  spouse,  often  must  function  as  suppor- 
tive and  nurturing  caretakers,  in  addition  to 
assuming  roles  and  responsibilities  previously 
held  by  the  patient.^®  A spouse  whose  primary 
role  had  been  a homemaker,  as  an  example,  may 
have  to  seek  outside  employment  to  replace  lost 
income  and  support  the  family.  Furthermore,  it 
often  is  necessary  to  abandon  joint  activities  (eg, 
sex,  shared  recreation,  and  so  forth)  that  were 
previously  reinforcing,  thereby  removing  an  im- 
portant source  of  marital  and  f^amily  satisfaction. 
In  addition  to  its  devastating  impact  on  the  pa- 
tient, chronic  pain  also  poses  significant  demands 
on  the  spouse  and  others  close  to  the  patient.  The 
adverse  impact  of  chronic  pain  on  marriage  and 
families  is  perhaps  best  summarized  by  Shealy, 
who,  in  noting  the  60  to  80  per  cent  divorce  rate 
for  chronic  pain  patients,  concluded  the  “worse 
of  ‘for  better  or  worse’  does  not  include  chronic 
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pain. 

Vocational  difficulties:  Disruption  of  vocational 
functioning  is  a nearly  universal  sequela  of 
chronic  pain.  Unemployment  amon^  chronic 
pain  patients  is  higher  than  80  per  cent."*®’  The 
typical  pain  patient,  upon  arrival  for  evaluation  at 
a multidisciplinary  pain  clinic,  has  been  out  of 
work  for  at  least  two  years.  Moreover,  of  those 
patients  who  maintain  employment,  most  either 
work  on  a part-time  basis  or  must  take  less  physi- 
cally demanding  and  often  less  satisfying  and  re- 
munerative positions.  As  the  vast  majority  of 
chronic  pain  patients  are  unable  to  maintain  or 
return  to  their  previous  jobs,  they  require  voca- 
tional retraining  to  become  once  again  produc- 
tive members  of  society. 


Rehabilitation:  An  Alternate  Goal 

In  the  absence  of  progressive  neurologic  defects, 
it  is  best  to  shift  the  focus  of  treatment  for  chronic 
pain  patients  from  a curative  to  a rehabilitative 
approach.  These  persons  need  to  be  helped  to 
learn  to  live  with  their  pain  problem  so  that  they 
may  effectively  cope  with  it  and  return  to  as  nor- 
mal and  satisfying  a life  as  possible.  As  in  other 
chronic  diseases  where  a cure  is  not  possible,  pa- 
tients suffering  from  low  back  pain  often  derive 
the  most  benefits  from  an  intervention  designed 
to  promote  adaptation  and  increase  functional 
capacity.  Moreover,  a multidisciplinary  approach 
is  required  to  address  the  broad  array  of  prob- 
lems that  develop  as  a result  of  the  condition. 

In  the  past  decade,  there  has  been  a prolifera- 
tion of  multidisciplinary  pain  clinics  which  pri- 
marily have  relied  on  the  application  of  behavior 
management  strategies  that  emphasize  the  role 
and  importance  of  environmental  factors.*®’®® 
The  primary  purpose  of  the  behavioral  approach 
is  not  to  alleviate  pain,  but  to  modify  such  mala- 
daptive pain  behaviors  as  excessive  lying  down, 
avoidance  of  activity,  limping,  excessive  health 
care  utilization,  and  other  actions.  This  approach 
directly  attempts  to  address  the  disability  by  com- 
bining behavior  modification  procedures  with 
physical  therapy,  psychotherapy,  and  vocational 
counseling. 

Several  chronic  pain  treatment  programs  have 
reported  their  results  with  this  approach.  In  a 
study  which  followed  patients  for  periods  rang- 
ing from  five  to  175  weeks  after  treatment,  For- 
dyce  et  al  found  reports  of  significantly  less  pain, 
less  interference  with  daily  activities,  reductions 
in  the  utilization  of  pain  medications,  and  less 
time  spent  in  bed  as  a result  of  pain.®*  Anderson 
and  his  colleagues  have  reported  that  25  of  34 
patients  (74  per  cent)  who  completed  an  eight- 
week  inpatient  program  were  leading  “normal” 
lives  without  medication  when  followed  for  be- 
tween six  months  and  seven  years  after  dis- 
charge.®** In  a long-term  evaluation  of  the  same 
program,  Roberts  and  Reinhardt  compared  the 
treatment  group  to  a group  of  20  persons  re- 
jected for  treatment  and  another  group  of  12 
persons  accepted  for  treatment,  but  who  refused 
to  participate.  Of  the  comparison  subjects,  only 
one  individual  was  leading  a “normal”  life  with- 
out medication  at  long-term  follow-up.®®  Cairns 
et  al  found  that,  at  ten  month  follow-up,  75  per 
cent  of  their  patients  reportetl  a significant  de- 
crease in  pain  and  a corresponding  increase  in 
activity.®®  Fifty-eight  per  cent  reported  that  they 
no  longer  required  narcotic  pain  medications, 
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and  74  per  cent  sought  no  further  medical  advice. 
These  fmdiugs  suggest  that  approximately  70 
per  cent  of  the  patients  who  enter  a behaviorally- 
oriented  multidisciplinary  chronic  pain  treat- 
ment program  show  improvement  at  the  end  of 
treatment  and  at  follow-up  intervals. 

The  Miriam  Hospital  Chronic  Pain  Program 

The  outpatient-based  chronic  pain  program  at 
The  Miriam  Hospital  follows  a cognitive- 
behavioral  model  which  is  designed  to  retrain 
patients  and  their  families  in  the  management  of 
the  chronic  pain  syndrome.  The  goals  of  the 
program  are  to  reduce  the  level  of  disability  and 
frequency  of  pain  behaviors;  increase  the  physi- 
cal capabilities  and  activities  of  patients  to  a level 
considered  normal  for  their  age,  sex,  and  physi- 
cal impairment;  eliminate  reliance  on  medica- 
tions; and  reduce  utilization  of  medical  care  re- 
sources for  purposes  of  pain  relief  . 

Major  components  of  the  program  include: 

Behavior  modification:  These  procedures  are 
employed  to  modify  maladaptive  pain  behavior 
and  promote  activity  and  more  appropriate  be- 
havioral responses. 

Physical  therapy:  A daily  treatment  program  is 
designed  to  strengthen  muscles  which  have  been 
weakened  by  pain  and  disuse.  Activity  levels  are 
gradually  increased  to  the  point  where  patients 
are  perf  orming  tasks  considered  normal  for  their 
age,  sex,  and  level  of  physical  impairment. 

Individual  and  marital  counseling:  Therapeutic 
services  are  provided  to  both  patients  and  their 
spouses  to  address  emotional  distress  and  facili- 
tate adaptation.  The  issue  of  depression  is  specifi- 
cally addressed  through  individual  psychother- 
apy and  with  pharmacotherapy  where  indicated. 
During  marital  or  family  therapy,  patients  and 
spouses  are  taught  to  identify  pain  behaviors  and 
their  responses  to  them.  They  are  also  trained  to 
identify  and  reinforce  appropriate  or  “well”  be- 
haviors. In  addition,  these  sessions  focus  on  other 
psychological  and  marital  problems,  including 
communication  deficits  and  sexual  difficulties 
which  may  be  present. 

Cognitive  restructuring:  As  one  of  the  most  sig- 
nificant elements  of  the  program,  the  process  of 
cognitive  restructuring  involves  helping  patients 
to  realize  that,  in  order  to  return  to  a normal  and 
satisfying  way  of  life,  they  must  take  responsibil- 
ity for  these  changes.  This  is  accomplished  by 
directly  challenging  such  irrational  beliefs  as  “I 
should  have  no  pain”  and  “Once  you  eliminate 
my  pain,  all  of  the  other  problems  in  my  life  will 
automatically  be  resolved.”  Patients  who  expect 


total  pain  relief  or  expect  health  care  profession- 
als to  eliminate  their  pain  will  engage  in  a relent- 
less search  for  the  “magic  treatment.”  If  they 
recognize  that  total  relief  may  not  be  possible  and 
assume  the  responsibility  for  controlling  the  in- 
fluence of  pain  on  their  lives,  these  patients  will 
abandon  the  search  for  an  elusive  cure  and  will 
start  the  process  of  adaptation.  The  program 
helps  patients  realize  how  pain  behavior  has  be- 
come a way  of  life.  Patients  learn  to  “control”  pain 
by  reducing  its  influence  on  their  behavior  and 
the  lives  of  others  around  them. 

Vocational  counseling:  The  ultimate  goal  of 
treatment  is  to  assist  patients  in  returning  to  work 
or  some  other  functional  activity  as  well  as  in 
resuming  domestic  responsibilities.  This  often  re- 
quires vocational  counseling  and,  where  indi- 
cated, vocational  retraining. 

Evaluation  and  Treatment  Procedure 

During  a comprehensive  evaluation  process,  pa- 
tients are  carefully  screened  to  determine  their 
appropriateness  for  the  pain  treatment  program. 
Because  not  all  chronic  pain  patients  are  suitable 
candidates  for  a behaviorally-oriented  program, 
this  evaluation  is  essential.  Treatment  require- 
ments of  individual  patients  vary  widely  accord- 
ing to  the  relative  contribution  of  biological, 
psychological,  social,  and  environmental  factors 
in  each  case.  Prior  to  acceptance,  a set  of  inclusion 
and  exclusion  criteria  must  be  met.  Patients  with 
minimal  tissue  damage  or  correctable  pathology 
who  are  functionally  impaired  and  exhibit  mala- 
daptive pain  behaviors  are  viewed  as  the  most 
appropriate  candidates  for  rehabilitation. 

The  program  begins  with  a formal  evaluation 
week  at  which  time  a treatment  agreement  is 
reached  which  specifies  the  elements  of  treat- 
ment and  goals  for  that  particular  patient.  Fol- 
lowing this  phase,  the  patient  begins  six  weeks  of 
active  treatment  that  involves  physical  therapy 
three  times  a week,  outpatient  counseling,  mari- 
tal and  family  therapy,  and  other  individual  treat- 
ment sessions  considered  necessary  for  that  par- 
ticular patient  such  as  anxiety  management  train- 
ing, social  skills  training,  and  so  forth.  At  the  end 
of  the  six-week  period,  the  patient  will  have 
achieved  the  agreed-upon  exercise  and  activity 
goals  and  will  remain  at  that  goal  level  for  the 
final  week  of  treatment.  During  the  final  week, 
patients  may  challenge  any  member  of  the  treat- 
ment team  to  complete  the  exercise  program  with 
them,  and  also  view  videotapes  of  their  exercise 
performances  from  pre-  and  post-treatment 
periods. 
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After  completion  of  the  eight-week  treatment 
program,  patients  and  their  spouses  participate 
in  the  follow-up  program.  Approximately  24 
weeks  in  duration,  it  is  designed  to  assist  patients 
in  maintaining  the  gains  made  over  the  course  of 
treatment.  The  specific  elements  of  the  follow-up 
program  depend  upon  individual  problems  and 
strengths.  These  elements  are  designed  during 
the  discharge  conference,  which  takes  place  at  the 
completion  of  the  eight-week  period.  Follow-up 
consists  of  visits  to  physical  therapy,  which  grad- 
ually taper  in  frequency  over  the  six-month 
period.  In  addition,  the  patient  is  also  seen  on  a 
gradually  reduced  schedule  of  individual  ses- 
sions, marital  therapy,  or  both.  The  follow-up 
component  allows  for  careful  monitoring  of  the 
rehabilitation  process.  If  the  symptoms  or  disabil- 
ity recur,  both  physical  therapy  and  individual 
counseling  sessions  are  arranged.  Counseling  or 
emotional  support  is  provided  during  this 
period.  In  the  event  of  a loss  in  physical  function- 
ing, patients  are  assisted  in  constructing  exercise 
charts  and  graphs  to  help  them  work  back  to  their 
prior  level  of  physical  functioning. 

Conclusion 

This  treatment  approach  obviously  is  not 
appropriate  for  all  patients,  especially  those  with 
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multiple  and  progressive  neurologic  defects. 
However,  there  is  a significant  proportion  of  pa- 
tients suffering  from  persistent  low  back  pain 
despite  multiple  treatment  interventions  for 
whom  a cure  no  longer  is  a reasonable  expecta- 
tion. The  program  at  The  Miriam  Hospital  is 
designed  to  assist  patients  suffering  from  the 
chronic  pain  syndrome  in  increasing  their  func- 
tional capacity  and  adjustment.  It  is  our  belief 
that  this  alternate  approach  benefits  not  only  the 
patient,  but  also  the  health  care  system.  The  early 
identification  of  patients  suffering  from  the  chro- 
nic low  back  pain  syndrome  and  a shift  in  the 
focus  of  management  from  a curative  to  rehabi- 
litative stance  should  lead  to  provision  of  better 
health  care  services,  improvements  in  health  sta- 
tus, and,  ultimately,  to  lower  health  care  costs  for 
treating  this  difficult  condition. 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1984 

to  be  awarded  for  an  original  contribution  on 

"A  Current  Technological  Innovation 
and  Its  Impact  on  Medicine" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge.  Army  surgeon,  and  a descen- 
dent  of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1984  Fiske  Prize  will  be  a maximum  of  $2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1984  to  Marion 
Sabella,  Secretary,  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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I The  Use  of  Electroretinograms  (ERG)  in 
; Diagnosing  Retinitis  Pigmentosa  and 
I Reiated  Visual  Disorders 


Test  Is  Dependable  and  Gives  Valuable 
Its  Capability 

Michael  Somers,  BA 
Arthur  I.  Geltzer,  MD 


Retinitis  pigmentosa  and  other  related  retinal 
diseases  affect  one  in  4,000  persons  in  the  United 
States.*  A history  of  change  in  either  night  or 
peripheral  vision  may  be  the  only  presenting 
symptom.  A family  history  of  night  vision  deficit 
or  blindness  of  unknown  cause  may  be  elicited. 
The  ophthalmological  examination  may  show 
bony  spicule  pigmentary  changes,  arteriolar  nar- 
rowing, disc  pallor,  or  no  clinical  signs.  The  di- 
agnosis of  retinitis  pigmentosa  and  other  degen- 
erative conditions  rests  primarily  with  the  results 
of  the  electroretinogram  (ERG). 

This  test,  which  represents  the  summed  mass 
electrical  discharge  of  rods  and  cones,  is  a sensi- 
tive indicator  of  global  disease  involving  the  ret- 
ina. Indeed,  it  has  been  compared  to  the  electro- 
cardiogram, which  is  used  to  measure  deficien- 
cies in  the  heart  and  its  conducting  system.  In 
evaluating  the  ERG,  an  estimation  of  the  general 
development  of  the  wave  form  is  made.  There  is  a 
transition  from  the  a wave  in  the  photopic  light 
adapted  state  to  a predominant  b wave  in  the 
scotopic  dark  adapted  state. 

The  absence  of  the  b wave  indicates  the  pres- 
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Information  within  the  Limits  of 


ence  of  severe  retinal  disease.  With  the  proper 
clinical  setting,  a diagnosis  of  retinitis  pigmentosa 
or  rod  degeneration  can  be  made.  If  the  b wave  is 
present,  but  of  diminished  amplitude,  early  de- 
generation can  be  diagnosed.  However,  the  most 
subtle  electrophysical  observation  of  a diseased 
retinal  state  is  an  increase  in  the  latency  or  implic- 
it time.^  This  time  period  refers  to  the  time  neces- 
sary to  generate  the  b wave  (Fig  1). 

Numerous  computerized  and  sophisticated 
ERG  units,  at  a cost  ranging  between  $40,000  and 
$80,000  each,  have  been  introduced.  They  have 
provided  elaborate  data  about  the  electrophysical 
activity  of  the  retina  and  have  facilitated  research 
into  the  cause  and  nature  of  such  retinal  diseases 
as  retinitis  pigmentosa.^  This  study  was  per- 
formed to  determine  if  a screening  ERG  unit, 
purchased  by  the  Rhode  Island  Hospital  Guild 
for  85,000,  could  provide  useful  information  in 
the  clinical  setting  for  diagnosing  retinitis  pig- 
mentosa and  other  retinal  degenerative  states. 


Methodology 

The  subjects,  nine  males  and  14  females,  ranged 
in  ages  from  9 to  80  years,  f he  criteria  for  obtain- 
ing an  ERG  included  positive  clinical  symptoms; 
positive  funduscopic  findings;  positive  family  his- 
tory; and  in  two  cases,  the  prognosis  ol  a vitrec- 
tomy. A (irass  PS  22  photostimulator  was  used 
with  the  Sonometrics  ERG  plug-in  module  to  an 
Ocuscan  400®  unit,  fhe  oscilloscope  frequencv 
was  set  at  60  cycles/second.  .\  linear  amplifier  was 
used  with  the  low  and  high  hand  pass  frequencv 
settings  at  1 and  300  Hz  respectively.  As  no  Ganz- 
field  (hi fuser  was  utilized,  a photostimulator  was 
jjlaced  18  inches  from  the  eye  tested. 


Mav,  1984  — Vol.  67 


227 


Table  1.  — Electroretinograms 


Number 

Patient 

b-Wave  Amplitude 

Flicker 

Fusion 

Implicit 

Time 

Diagnosis 

1 

AG 

220 

X 

ND 

Siderosis 

2 

MB 

260 

X 

ND 

Normal 

3 

WB 

300 

X 

37.2 

Normal 

4 

KB 

440 

X 

ND 

Normal 

5 

AB 

0 

red 

Retinitis  Pigmentosa 

6 

HB 

280 

X 

ND 

Normal 

7 

AB 

180 

X 

37.1 

Vitrectomy 

8 

MB 

0 

red 

• ★ 

Oguchi’s 

9 

ME 

410 

X 

39.8 

Normal 

10 

EF 

0 

red 

•k 

Advanced 

Retinitis  Pigmentosa 

11 

AH 

0 

ND 

ND 

Vitrectomy  — Early 

12 

RH 

190 

X 

ND 

Retinitis  Pigmentosa 

13 

HK 

290 

X 

39.2 

Vitelliform 

14 

KL 

200 

X 

ND 

Gyrate  Atrophy 

15 

EK 

420 

X 

ND 

Normal 

16 

EM 

0 

red 

ND 

Usher’s 

17 

LM 

0 

red 

ND 

Usher’s 

18 

RP 

60 

ND 

ND 

Stargardt’s 

19 

BR 

340 

X 

ND 

Normal 

20 

RS 

410 

X 

ND 

Normal 

21 

RT 

0 

red 

* 

Vitelliform  — Early 

22 

BW 

290 

X 

ND 

Retinitis  Pigmentosa 

23 

JW 

210 

X 

37.1 

Retinitis  Pigmentosa 

Key 

b wave  amplitude  measured  in  microvolts 

flicker  fusion  graded  as  present  (X),  absent  (-),  or  reduced  (red) 

b wave  implicit  time  measured  in  milliseconds 

* — unable  to  calculate  time  since  no  wave  form  present  (infinite  time) 

ND  — not  determined  (see  discussion) 


The  protocol  followed  in  the  study  was  a slight 
modification  of  the  first  protocol  outlined  by 
Ronald  Carr  in  Visual  Electrodiagnostic 
Testing‘S  and  included  the  following  se- 

quence: 

Light  adapted  ERG:  High  intensity  single  flashes 
set  at  Si,  Ss,  and  Sie,  followed  by  a short  burst  of 
high  intensity  flicker  at  a rate  of  30/second  (re- 
ferred to  as  “flicker  fusion”). 

Dark  adapted  ERG:  After  10  minutes  of  total 
darkness,  a blue  filter  was  used  with  high  intensi- 
ty flashes  set  at  Si,  Sg,  and  Sie- 

The  following  data  are  found  in  Table  1:  b 
wave  amplitude,  flicker  fusion  response,  and  b 
wave  latency.  Figure  1 shows  how  these  values 
were  calculated.  The  b wave  amplitude  is  mea- 
sured in  microvolts,  b wave  latency  in  milliseconds 
(msec),  and  flicker  fusion  response  was  graded  as 
present  (x),  absent  (-),  or  reduced  (red). 


Results 

The  results  are  summarized  in  Table  1.  The 
normal  values  for  our  unit  were  determined  to 
be:  b wave  amplitude  — 350  microvolts  (standard 
deviation  of  50  microvolts  with  a normal  of  250- 
450  microvolts);  6-wave  latency  of  42.5  mil- 
liseconds (standard  deviation  of  3.5  milliseconds 
with  a normal  of  35  to  50  milliseconds);  and  flick- 
er fusion  of  30/second  normal  for  cone  response. 
The  rod  will  not  normally  respond  to  repeated 
flashes  of  light. 

Case  Reports 

Two  case  reports  are  presented  as  representative 
examples. 

Case  1 : C.M.  was  a 23-year-old  white  female  with  a 
history  of  three  years’  duration  of  difficulty 
seeing  in  the  dark,  and  deafness  since  birth.  Her 
vision  was  20/30  OU,  and  her  color  vision  was 
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Fig  1 . Typical  wave  form  dark  adapted  patient  showing 
the  stimulus,  the  initial  negative  a wave.  The  subse- 
quent positive  b wave  demonstrates  the  designation  of 
the  latency  in  milliseconds  as  the  time  from  the  stimulus 
to  the  peak  of  the  b wave  and  demonstrates  the  des- 
ignation of  the  amplitude  of  the  b wave  as  a measure- 
ment from  the  lowest  point  of  the  a wave  to  the  highest 
point  of  the  b wave  in  volts  on  the  oscilloscope.  The  real 
time  on  the  oscilloscope  is  calculated  from  the  sweeps 
of  the  oscilloscope  and  the  amplitude  is  calculated  from 
a standardized  impulse. 


normal.  Funduscopic  examination  revealed  pig- 
mentary changes  in  the  periphery  with  occasional 
vessel  narrowing.  Her  ERG  is  presented  in  Fig  2. 
The  b wave  response  is  flat.  The  dark  adapted 
state  demonstrated  severe  rod  disease.  The  flick- 
er fusion  is  present  and  of  normal  amplitude, 
showing  normal  cone  response.  Goldmann 
perimetry  revealed  constriction  of  her  nasal 
fields  OU  (Fig  3). 

Case  2:  N.P.  was  a 13-year-old  white  male  re- 
ferred because  of  recent  loss  of  vision  in  the  left 
eye.  He  had  a mild  amblyopia  in  his  right  eye 
since  birth.  There  was  no  family  history  of  retinal 
degeneration.  A paternal  grandfather  reportedly 
had  glaucoma  leading  to  blindness  at  age  60. 

The  physical  examination  revealed  a corrected 
vision  of  20/40  in  the  right  eye  and  20/70  in  the 
left  eye.  The  anterior  segments  were  normal, 
without  evidence  of  cataract  or  inflammation.  In- 
traocular pressures  were  normal.  An  initial  ex- 
amination showed  chronic  edema  of  the  optic 
nerve  and  abnormal  vessels  in  the  peripapillary 
region  (Fig  4).  Six  months  later,  the  optic  nerves 
became  pale  with  attenuation  of  the  vessels. 
There  were  no  pigmentary  changes  suggestive  of 
retinal  degeneration. 

An  ERG  was  performed  with  the  Ocuscan  400® 
and  showed  a flat  response  to  scotopic  and  pho- 
topic  stimuli.  The  cone  response,  however,  was 
intact,  with  normal  flicker  fusion  (Fig  5).  From 
the  screening  studies,  a diagnosis  of  retinitis  pig- 
mentosa was  made.  The  studies  were  repeated  at 
the  Boston  (Massachusetts)  Children’s  Hospital 
confirming  the  diagnosis  of  retinal  degeneration 
(Fig  6 courtesy  of  Anne  Fulton,  MD). 

Discussion 

We  concluded  from  this  study  that  the  Sono- 
metrics  module  is  a reasonable  instrument  in  a 
community  setting  for  diagnosing  retinitis  pig- 
mentosa; determining  if  a reduced  visual  acuity  is 
due  to  an  organic  cause;  estimating  potential  vi- 
sion prior  to  cataract  or  vitreous  surgery;  or  de- 
termining if  a retained  metallic  foreign  body  is 


Fig  2.  The  ERG  response  for  a patient  with  a fundus 
abnormality,  a positive  history  of  nerve  deafness,  and 
difficulty  in  night  vision.  The  upper  picture  shows  the  flat 
bwave  response  in  the  dark  adapted  state  demonstrat- 
ing essentially  no  rod  response  to  such  a stimulus.  The 
lower  picture  represents  the  flicker  fusion  response  at 
20  cycles  per  second,  a normal  response  in  amplitude 
and  frequency  which  suggests  that  while  there  is  severe 
rod  disease,  the  cones  are  not  affected. 
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Fig  3.  Case  1 : Visual  fields  show  severe  peripheral  constriction  to  I,  II,  and  IV  test  objects  on  a Goldman  field  test. 


Fig  4.  Case  2:  Arrows  show  the  edema  of  the  optic  nerve  and  peripapillary  edema  of  the  macula. 


causing  retinal  damage. 

Retinitis  pigmentosa  is  a progressive  destruc- 
tive disease  that  causes  a marked  decrease  in  the 
amplitude  of'  the  b wave.  Under  scotopic  condi- 
tions, this  decrease  represents  destruction  of 
photoreceptors  and  bipolar  cells.  The  destructive 
nature  of  retinitis  pigmentosa  usually  involves 
the  rods  initially  with  subsequent  damage  to  the 
cones,  riie  “flicker  fusion”  response,  by 
bleaching  out  the  rhodopsin  pigment  through 
repeated  stimulation,  allows  a selective  evaluation 
of  cone  function.  This  study  confirmed  that  pa- 
tients with  a longstanding  history  of  retinitis  pig- 
mentosa have  neither  cones  nor  rods  functioning 
on  ERCi  examination,  while  those  in  the  early 
stages  of  the  disease  showed  a normal  flicker  fu- 
sion response. 


Of  the  eleven  patients  demonstrating  b wave 
amplitudes  below  250  microvolts  (lower  than  nor- 
mal limit),  ten  were  confirmed  by  further  testing 
at  Boston  Children’s  Hospital  with  sophisticated 
computerized  equipment.  The  patients  who  pre- 
sented a diagnostic  problem  were  within  a range 
of  180  to  250  microvolts.  Perhaps  with  these  pa- 
tients, the  Sonometrics  unit  is  not  sensitive 
enough  for  an  unequivocal  diagnosis,  thus  re- 
quiring a referral  for  additional  testing  at  other 
centers.  As  a preliminary  screening  test  for  retini- 
tis pigmentosa,  however,  the  Sonometrics  unit  is 
quite  appropriate. 

Of  note  is  the  fact  that  only  a blue  filter  was 
utilized  under  scotopic  conditions.  There  ap- 
pears to  be  no  additional  benefit  in  recording  the 
scotopic  response  using  red  and  white  filters,  as  is 
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done  elsewhere. 

As  stated  above,  the  ERG  examination  permits 
an  estimation  of  the  general  development  of  the 
wave  form.  While  the  b wave  amplitude  is  of  para- 
mount importance,  the  most  subtle  electrophysi- 
cal change  of  a diseased  retinal  state  is  an  increase 
in  the  latency  or  implicit  time.  The  sample  re- 
ported in  this  study  is  not  large  enough  to  deter- 
mine if  the  latency  or  implicit  time  can  be  accu- 
rately measured  with  the  screening  test  described 
above.  The  latency  measurements  reported  in 
this  study,  however,  were  felt  to  be  reproducible 
within  the  sample  group  presented. 

Also  significant  is  the  fact  that  we  did  not  use  a 
Ganzfield  diffuser.  According  to  Carr  and  Siegel, 
an  open  flash  without  a Ganzfield  diffuser  pro- 
duces an  intense  image  on  the  retina  and  a sub- 
stantial amount  of  scattered  light  throughout  the 
interior  of  the  eye.'^  An  ERG  produced  by 
the  weaker  portions  of  the  scattered  light  would 


Fig  5.  Case  2:  Studies  with  the  Sonometrics  scanning 
unit  showing  the  flat  response  in  the  upper  picture  to  a 
scotopic  b wave  and  a normal  cone  response  in  the 
lower  picture  to  flicker  fusion.  This  suggests  intact 
cones  with  a dystrophy  of  the  rods. 


Fig  6.  Case  2:  Confirmation  of  the  flat  response  of  the 
rods  to  scotopic  stimuli  and  normal  flicker  fusion  show- 
ing normal  cone  response  as  confirmed  on  sophisti- 
cated electroretinographic  studies  at  Children’s  Hospi- 
tal, Boston  (courtesy  of  Anne  Fulton,  MD). 

Individual  EKGs 

A 
A 

Fig  7.  Demonstrates  the  difficulty  of  doing  an  ERG  with 
a focal  source  of  illumination  where  there  is  direct  light 
giving  one  wave  form  and  scattered  light  giving  another 
wave  form.  The  use  of  a hemisphere  illumination  would 
eliminate  this  problem  and  permit  a more  accurate 
measurement  of  the  latency  time,  the  period  from  the 
stimulus  to  the  peak  of  the  b wave. 
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have  longer  latencies  and  smaller  amplitudes 
than  one  generated  by  the  direct-image  flash  (Fig 
7).  Carr  and  Siegel  conclude  that,  since  the  re- 
corded ERG  is  a summation  of  all  electrical  activ- 
ity, wave  form  latency  estimates  cannot  be  accu- 
rately determined.  The  Ganzfield  diffuser  may 
prove  to  be  necessary  for  a specific  diagnosis  of 
retinitis  pigmentosa.  Our  study  suggests,  but 
does  not  prove,  that  a diagnostic  study  can  be 
performed  with  a simple  flash  source  rather  than 
a diffuser. 

The  next  step  in  ascertaining  the  necessity  of 
using  a Ganzfield  diffuser  during  the  examina- 
tion would  be  to  determine  whether  it  is  possible 
to  document  a lengthening  of  the  implicit  time  in 
a group  of  patients  with  recent  onset  of  retinitis 
pigmentosa.  Moreover,  if  the  progression  of  this 
disease  can  be  followed  by  documenting  a grad- 
ual lengthening  of  the  implicit  time  with  eventual 
changes  in  the  amplitude  and  flicker  fusion  re- 
sponses, the  usefulness  of  the  Sonometrics  unit 
would  be  readilv  demonstrated. 


Summary 

Twenty-three  patients  were  evaluated  with  a 
screening  electroretinogram  to  determine  the 
presence  of  retinitis  pigmentosa;  reduced  visual 
acuity  on  an  organic  basis;  a potential  for  im- 
proved vision  prior  to  cataract  or  vitreous  sur- 
gery; or  retinal  damage  secondary  to  a metallic 
foreign  body.  An  accurate  diagnosis  was  made  in 
each  case  and  confirmed  by  more  sophisticated 
testing  in  several  instances.  It  would  appear  that 
this  test  is  dependable  and  provides  valuable  in- 
formation within  the  limitations  of  its  degree  of 
sophistication. 
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Clinicopathological  Conference 


Multiple  Abnormalities  in  a Preterm  Infant 
with  Growth  Retardation 

Richard  M.  Cowett,  MD 
Don  B.  Singer,  MD 


Clinical  Findings 

The  patient  was  female,  the  first-born  child  of  a 
33-year-old  mother  who  took  Clomid®  to  facili- 
tate pregnancy,  but  stopped  the  drug  after  con- 
ception. The  uterus  enlarged  more  slowly  than 
normal  throughout  pregnancy.  The  infant 
weighed  730  grams  at  36  weeks  gestation  as  indi- 
cated by  dates,  but  was  26  weeks  as  determined  by 
ultrasound.  Fetal  movement  was  poor  during  the 
latter  part  of  pregnancy.  Cesarean  section  was 
performed  because  the  fetal  monitor  disclosed 
late  decelerations  of  the  heart  rate.  The  infant 
had  Apgar  scores  of  1 at  1 minute,  1 at  5 minutes, 
and  3 at  7 minutes. 

On  physical  examination,  the  baby  had  a large 
cranium  with  a small  face,  micrognathia,  flat  na- 
sal bridge,  flat  anterior  fontanel  with  open  su- 
tures and  low  set  ears.  Purpura  was  present  on 
the  chest,  back,  and  legs.  A systolic  murmur. 
Grade  1 1 I/VI  was  heard  with  a gallop  rhythm  and 
hyperdynamic  precordium.  Pulses  seemed  nor- 
mal in  all  four  extremities.  The  abdomen  was 
soft,  the  liver  was  palpated  1 -2  cm  below  the  costal 
margin,  and  the  spleen  was  not  enlarged.  Genita- 
lia were  those  of  a normal  female.  The  second 


This  is  one  of  a series  of  clinicopathological  conferences  conducted 
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and  fifth  fingers  overlapped  the  third  and  fourth 
fingers. 

Initial  radiographs  disclosed  cardiomegaly  and 
opacification  of  the  left  hemithorax  with  eventra- 
tion of  the  diaphragm  and  the  liver  protruding 
into  the  chest.  There  was  abundant  gas  in  the 
bowel. 

The  initial  laboratory  data  included  a white 
blood  count  of  4900  per  mm,  with  25  per  cent 
segmented  neutrophils,  14  per  cent  band  forms, 
41  per  cent  lymphocytes,  13  per  cent  monocytes, 
and  7 per  cent  eosinophils.  The  hemoglobin  was 
12.3  gm/dL  and  the  hematocrit  38.4  vol  per  cent. 
There  were  464  nucleated  red  blood  cells  per  100 
white  blood  cells.  The  platelet  count  was  only 
5000  per  mm.  The  bloocl  groups  of  both  mother 
and  infant  were  O,  Rh  positive,  and  a Coombs  test 
was  negative.  Glucose,  electrolytes,  and  calcium 
initially  showed  normal  values,  but  the  glucose 
dropped  to  24  ing/dL  at  6 hours  of  age. 

A suction  catheter  could  not  be  passed  into  the 
stomach.  The  baby  was  intubated  and  given  ox- 
ygen, 100  per  cent  Fi02  "ith  high  ventilatory 
pressures  and  rates.  By  the  second  day  of  life, 
digoxin  was  administered  because  of  congestive 
heart  failure  of  uncertain  etiology.  A patent  duc- 
tus arteriosus  was  suspected.  On  the  third  day  of 
life,  sepsis  workup  was  performed,  but  all  of  the 
cultures  were  subsequently  negative.  Antibiotics 
were  continued.  Despite  maximum  ventilatory 
assistance,  the  clinical  condition  continued  to  de- 
teriorate, and  the  infant  died  on  the  fifth  day. 
Just  prior  to  death,  the  anterior  fontanel  became 
full  and  intraventricular  hemorrhage  was  sus- 
pected. 

Discussion 

Richard  M.  Gowett,  MI):  Fhe  discussion  today 
concerns  a baby  with  intrauterine  growth  re- 
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tardation  (lUGR).  Fetuses  with  lUGR  are  at  risk 
for  being  stillborn  as  well  as  having  a number  of 
neonatal  morbidities.  A signif  icant  portion  of  the 
progress  made  in  perinatology  during  the  last 
decade  has  been  due  to  prenatal  and  postnatal 
diagnosis  and  the  appropriate  management  of 
the  lUGR  infant. 

Let  us  first  consider  the  etiological  factors  in 
intrauterine  growth  retardation.  These  may  be 
based  on  environmental,  maternal,  placental, 
and  fetal  factors  (Table  1).  Environmental  factors 
are  the  critical  determinants  of  the  growth  poten- 
tial of  a fetus.  Average  birth  weights  vary  widely 


Table  1.  — Causes  of  Intrauterine  Growth 
Retardation 


Environmental  factors: 

Ethnic 

Race 

Socioeconomic  status 
Geographic  location 
Malnutrition 
Maternal  factors: 

Small  stature 

Primiparity 

Grand  multiparity 

Low  prepregnancy  weight 

Young  maternal  age 

Smoking 

Alcohol  and  other  drugs 
Cardiac  disease 
Placental  factors: 

Diabetes 

Aberrant  cord  insertion 
Hemagiomas 
Vascular  thromboses 
Single  umbilical  artery 
Abruptio  placenta 
Fetal  factors: 

Congenital  abnormalities 
Chromosomal  abnormalities 
Infections 

Metabolic  problems 
Multiple  pregnancy 


among  different  populations,  and  ethnic  origin 
and  racial  background  may  influence  size  sepa- 
rately or  may  be  linked  to  socio-economic  status, 
geographic  location,  and  the  presence  or  absence 
of  malnutrition.  These  factors  may  be  additive 
depending  on  the  population  studied.  If  socio- 
economic status  results  in  malnutrition,  as  an  ex- 
ample, medical  attention  may  not  have  been 
sought  during  pregnancy.  Malnutrition  is  reme- 
dial, since  caloric  supplementation  to  the  preg- 
nant woman  can  alleviate  some  of  the  effects  of 
prior  deprivation.  Treatment  is  most  beneficial 
during  the  third  trimester  when  the  diagnosis  is 


most  easily  made  and  when  good  nutrition  is  most 
critical.  As  there  is  a geometric  rate  of  growth 
between  the  28th  and  40th  week  of  pregnancy, 
deviations  from  the  normal  would  be  most  appar- 
ent during  this  period.  In  the  case  of  this  baby, 
because  fundal  growth  was  poor  throughout 
pregnancy,  environmental  factors  can  probably 
be  ruled  out. 

Many  maternal  factors  influence  the  growth  of 
a fetus.  A young  woman  of  small  stature  and 
low  prepregnancy  weight  has  an  increased 
chance  of  delivering  a small  infant.  First-born 
infants  and  those  born  after  multiple  pregnancies 
also  tend  to  be  small.  The  woman  who  smokes 
and  drinks  may  also  produce  a small  infant. 
However,  if  she  stops  smoking  before  the  third 
trimester,  the  development  of  the  lUGR  infant 
may  be  ameliorated.  In  preeclampsia,  fetal 
growth  decreases  about  four  weeks  before  the 
clinical  appearance  of  maternal  hypertension,  re- 
flecting subclinical  changes  in  uteroplacental 
hemodynamics.  Long-standing  diabetes  mellitus 


Table  2.  — Neonatal  Morbidities  in  lUGR  Infants 


Perinatal  asphyxia 

Meconium  aspiration  and  respiratory  distress 

Persistent  fetal  circulation 

Hypoglycemia 

Hypocalcemia 

Polycythemia  and  hyperviscosity 
Acute  tubular  necrosis 
Necrotizing  enterocolitis 
Post-asphyxial  encephalopathy 


with  vascular  disease  may  result  in  infants  who 
are  growth  retarded.  Information  regarding  the 
mother  in  this  case  does  not  include  any  of  these 
conditions. 

Decreased  transfer  of  substrate  through  the 
placenta  is  another  major  mechanism  in  lUGR. 
The  inadequate  gas  exchange  resulting  from  this 
mechanism  can  produce  perinatal  asphyxia.  If 
glycogen  stores  are  inadequate,  the  lUGR  fetus 
responds  especially  poorly  to  hypoxic  perinatal 
events.  Perinatal  asphyxia  prompted  the 
emergency  operative  delivery  of  this  infant.  It  is 
likely  that  purpura  on  the  back  and  the  legs,  a low 
white  count,  and  low  platelet  count  are  directly 
related  to  perinatal  asphyxia.  Disseminated  intra- 
vascular coagulation  must  also  be  considered  as 
being  present. 

Respiratory  assistance  was  required  im- 
mediately after  birth  with  high  ventilatory  pres- 
sures and  100  per  cent  oxygen.  While  an  infant  at 
36  weeks  by  date  should  not  have  respiratory 
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distress  syndrome  secondary  to  surfactant  de- 
ficiency, it  is  possible  that  phosphatidyl  glycerol 
would  not  be  present.  The  infant  may  not  be 
“asphyxia  resistant,”  and  surfactant  production 
may  not  have  functioned  under  these  circum- 
stances. Another  result  of  asphyxia  is  the  stormy 
terminal  course  culminating  in  a suddenly  full 
fontanel,  probably  a sign  of  intraventricular 
hemorrhage. 

Early  diagnosis  of  lUGR  is  necessary  if  fetal 
demise,  asphyxia,  or  both  at  birth  are  to  be 
avoided.  The  ultrasonic  and  electronic  diagnostic 
tests  used  to  diagnose  lUGR  may  also  detect  a 
compromised  fetus.  Cesarean  section  and  im- 
mediate neonatal  resuscitation  can  decrease  the 
adverse  effects  of  asphyxia.  Other  problems  may 
also  occur  in  the  lUGR  infant.  Among  these  are 
meconium  aspiration  and  respiratory  difficulty, 
persistent  fetal  circulation,  hypoglycemia,  hypo- 
calcemia, polycythemia,  acute  renal  tubular  ne- 
crosis, necrotizing  enterocolitis,  and  post- 
asphyxial  encephalopathy  (Table  2). 

What  was  the  cause  of  lUGR  in  this  patient? 
Environmental  and  maternal  causes  would  not 
produce  IL’GR  prior  to  the  third  trimester  and 
are  not  present  here.  Fetal  infections,  especially 
those  in  the  TORCH  group  (Toxoplasmosis, 
Rubella,  Cytomegalovirus  [CMV],  and  Herpes) 
may  be  a factor.  CMV  can  produce  intrauterine 
growth  retardation  without  other  stigmata.  Since 
most  women  either  have  a natural  immunity  or 
have  been  immunized  prior  to  pregnancy,  rubel- 
la now  is  considered  rare.  Congenital  infection 
can  be  dismissed  as  a cause,  since  this  infant  had 
no  supporting  physical  findings.  The  mother 
noted  poor  fetal  movement  during  pregnancy, 
and  the  infant  was  only  26  weeks  by  size  at  deliv- 
ery during  the  36th  week  of  gestation.  This  sug- 
gests that  the  infant  stopped  growing  normally  at 
or  before  the  26th  week  of  gestation. 

Among  other  possible  causes  are  congenital 
anomalies.  It  seems  unlikely  that  a baby  who  had 
only  a patent  ductus  arteriosus  (PDA)  would  re- 
quire digoxin  for  cardiac  failure  at  two  days.  PI).\ 
is  more  commonly  seen  in  infants  who  are  born  at 
an  earlier  stage  of  gestational  development  than 
was  this  infant.  Such  premature  infants  usually 
have  persistent  high  pulmonary  vascular  resist- 
ance which  prevents  a left  to  right  shunt.  PDA,  if 
it  were  present,  must  have  been  part  of  a complex 
congenital  heart  malformation.  Another  anoma- 
ly was  detected  when  a suction  catheter  could  not 
be  passed  into  the  stoiTiach.  Since  abundant  gas 
was  noted  in  the  bowel  on  an  abdominal  x-ray 
film  shortly  after  birth,  upper  esophageal  atresia 


with  a tracheoesophageal  fistula  to  the  lower 
esophageal  segment  must  have  been  present. 
This  abnormality  is  more  likely  to  be  associated 
with  polyhydramnios  than  with  lUCR. 

Chromosomal  abnormalities  remain  a real  pos- 
sibility and  must  include  consideration  of  trisomy 
13,  18,  or  2 1 . The  fact  that  the  baby  did  not  have  a 
midline  defect  would  decrease  the  possibility  of 
trisomy  13.  Because  trisomy  21,  or  Down’s  Syn- 
drome, was  not  obvious  on  physical  examination, 
trisomy  18  seems  most  likely.  This  condition,  first 
recognized  in  1960  by  Edwards,  Patau,  and  Smith 
in  three  separate  reports,  is  a common  multiple 
malformation  syndrome  with  an  incidence  rate  of 
approximately  0.3/1,000  newborns.  There 
appears  to  be  a 3 : 1 preponderance  of  females  to 
males.  More  than  130  different  abnormalities 
have  been  noted  in  infants  with  this  syndrome, 
including  feeble  fetal  activity,  severe  growth  de- 
ficiency, mental  deficiency,  prominent  occiput, 
narrow  bifrontal  diameter,  low  set  malformed 
auricles,  small  oral  opening,  micrognathia, 
clenched  hands,  and  the  tendency  for  the  over- 
lapping of  the  index  finger  over  the  third  and 
the  fifth  finger  over  the  fourth.  Fingernails  and 
toenails,  especially  of  the  fifth  finger  and  toe,  are 
hypoplastic.  These  babies  have  a short  sternum 
and  small  nipples.  Inguinal  or  umbilical  hernias 
have  been  noted  as  well  as  the  presence  of  a small 
pelvis.  Cardiac  defects  may  be  of  any  type,  but 
ventricular  septal  defect  and  patent  ductus  arte- 
riosus are  most  common,  found  in  50  per  cent  of 
these  patients. 

Finally,  Clomid®,  if  given  to  promote  concep- 
tion, was  not  a factor  in  this  case,  although  there 
has  been  at  least  one  case  report  of  a tra- 
cheoesophageal fistula  occurring  after  admin- 
istration of  this  drug.  In  our  case,  however, 
Clomid®  was  administered  prior  to  the  pregnan- 
cy. I assume  that  it  was  stopped  accoixling  to  the 
standard  administration  protocols  at  the  time  the 
pregnancy  was  diagnosed.  It  would  not  have 
affected  fetal  development  of  the  trachea  and 
esophagus. 

In  view  of  the  poor  fetal  movement,  the  re- 
tarded fundal  growth  early  in  the  pregnancy,  and 
the  likely  possibility  that  this  infant  stoj)})ed  grow- 
ing during  the  second  trimester,  I believe  we  are 
faced  with  a major  chromosomal  abnormality. 
Erisomy  18  is  tbe  most  likely  diagnosis.  Many  of 
the  problems  that  were  present  were  due  to  peri- 
natal asphyxia  superimposed  upon  the  chromo- 
.somal  al)normality. 
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right  ventricle  with  pulmonary  infundibular 
chamber  arising  from  the  main  chamber  and  a 
high  membranous  and  muscular  septal  defect  in 
the  ventricular  septum  were  observed  (Fig  1). 
While  transposition  of  the  great  arteries  was 
another  feature,  this  is  not  a significant  mal- 
formation with  regard  to  pathophysiology,  since 
both  vessels  arose  from  the  same  chamber.  The 
ductus  arteriosus  was  patent.  In  the  urogenital 
tract,  focal  dysplasia  of  the  kidneys  was  noted, 
and  the  kidneys  were  small  but  otherwise  normal. 

A tracheoesophageal  fistula  was  present  with 
atresia  of  the  proximal  end  of  the  esophagus,  the 
lower  end  arising  from  the  trachea  in  the  most 
common  form  of  this  malformation.  The  fundus 
of  the  stomach  had  become  necrotic  and  had 
perforated,  probably  a stress  reaction  from  the 
increased  intracranial  pressure.  This  was  due  to  a 
massive  subarachnoid  hemorrhage  in  the  right 
parietal  and  temporal  region  and  in  the  substance 
of  the  cerebrum  (Fig  2).  No  intraventricular 
hemorrhage  was  noted.  The  combination  of 
hypoxia  and  the  extremely  low  platelet  count  led 
to  the  bleeding. 

Although  olfactory  nerves  may  be  absent  in 
some  cases  of  trisomy  18,  they  were  present  in  this 
case.  The  dysmorphic  features  noted  clinically 
were  again  identified  at  autopsy,  and  chromo- 
somal analysis  proved  that  trisomy  18  was  the 
basis  for  the  growth  retardation  and  other  prob- 
lems (Fig  3).  In  a recent  review  of  pathologic 
features  of  chromosomal  abnormality,  Opitz  and 
Gilbert  have  shown  that  all  of  the  anomalies 
noted  here,  including  tracheoesophageal  fistula, 
are  fairly  common  in  trisomy  18.*  From  the 
pathological  findings,  the  most  unusual  and  still 
unexplained  lesion  is  the  subarachnoid  hemor- 
rhage. Platelet  counts  of  5000  per  mm  are  rare  in 
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Doctor  Cowett’s  Diagnosis 

Intrauterine  growth  retardation,  probably 
secondary  to  trisomy  18 
Perinatal  asphyxia  with  intracranial 
hemorrhage 

Tracheoesophageal  fistula 
Complex  congenital  heart  disease,  probably 
ventricular  septal  defect,  and  patent  ductus 
arteriosus 

Thrombocytopenia,  probably  secondary  to 
asphyxia 

Pathological  Findings 

Don  B.  Singer,  MD:  The  autopsy  disclosed  sever- 
al malformations  with  the  most  profound  evident 
in  the  cardiovascular  svstem.  A double  outlet 


Fig  1 . Opened  left  ventricle  exposing  high  muscular 
ventricular  septal  defect  (arrow).  The  aorta  and  pulmo- 
nary artery  were  transposed  and  both  arose  from  the 
right  ventricle  (not  shown). 


I 


Fig  2.  Right  cerebral  hemisphere  with  extensive  sub- 
arachnoid hemorrhage.  Parenchymal  hemorrhage  was 
minimal. 


Fig  3.  Banded  karotype  of  lymphocytes  from  the 
peripheral  blood;  extra  chromosome  18  indicated  by 
arrow. 
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neonates  unless  the  mother  has  autoimmune 
thrombocytopenia  and  maternal  antiplatelet 
antibodies  have  crossed  the  placenta.  We  did  not 
test  for  anti-platelet  antibodies  in  this  infant. 

Anatomic  diagnosis 

Trisomy  18  with  multiple  anomalies: 

Double  outlet  right  ventricle 
Transposed  great  arteries 
Ventricular  septal  defect 
Esophageal  atresia 
Tracheoesophageal  fistula 
Bilateral  anterior  diaphragmatic  hernias 
Dysmorphic  facies 

Simian  palmar  creases  and  abnormally 
clenched  fists 

Focal  cystic  adenomatoid  changes  in  lungs 
Focal  dysplasia  in  kidneys 
Pancreatic  islet  hyperplasia 
Subarachnoid  and  intracerebral  hemorrhage 


Thrombocytopenia 

Fundal  perforation  of  stomach  due  to  stress 
ulcer 
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SCHOOL’S  OUT 

BUT  THE  CHARM  AND  HISTORICAL  QUALITY  OF  THE  FORMER 
BLACKSTONE  SCHOOL  REMAIN  IN  THE  NEWLY-RESTORED 

WILLIAM  BLACKSTONE  MEDICAL  BUILDING 

Circa  1873 

Broad  St.,  Cumberland,  R.l. 

FOR  LEASE 
APRIL  OCCUPANCY 

Exposed  brick,  six-panel  Colonial  doors,  natural  wood  paddle  ceiling  fans  and 
brass  accents  create  an  atmosphere  for  medical  attention  unsurpassed  in  the 
area.  Painstaking  efforts  led  to  the  preserved  character  of  One  Hundred  years 
past  without  sacrificing  the  modem  necessities  so  essential  in  today’s  prime 
medical  offices. 

OTHER  FEATURES  INCLUDE: 

• Minutes  from  several  hospitals 

• Densely  populated  area  serviced  by  public  transportation 

• Across  from  large  housing  for  the  elderly  and  one  of  Rhode  Island’s  leading  retail  stores. 

• Located  on  the  high-traffic  roadway  only  minutes  from  major  highways. 

• Suites  from  490  to  1900  Sq.  Ft. 

THE  WILLIAM  BLACKSTONE  MEDICAL  BUILDING  IS  THE  IDEAL  SETTING 
FOR  YOUR  SUCCESSFUL  PRACTICE,  CALL:  LORI  AT: 

(401)  333-9280 
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AMA 

Hospital  Medical  Staff 
Members: 


strengthen  Your  Role  in  Decision  Making . . . 
Infiuence  AMA  Policy! 


The  AMA  Hospital  Medical  Staff  Section 
Third  Assembly  Meeting 
June  14-18, 1984  / Chicago,  Illinois 


As  a hospital  medical  staff  representative,  you  should  plan  now  to  attend  this 
four-day  AMA  Hospital  Medical  Staff  Section  Assembly  Meeting.  You  will 
have  an  opportunity  to  contribute  to  the  decision-making  process  and 
participate  in  developing  policy  that  will  address  the  issues  and  concerns  of 
physicians  on  hospital  staffs. 

The  AMA  Hospital  Medical  Staff  Section  provides  representatives  from 
hospital  medical  staffs  with  a forum  to  discuss  common  problems  and 
changes  in  physician-hospital  relations,  and  a direct  voice  in  policies  being 
considered  by  the  American  Medical  Association. 

Group  sessions  are  conducted  on  various  topics  of  interest  to  hospital  and 
medical  staff  members.  Presentations  include  such  topics  as:  credentialing, 
hospital  contractual  relations,  and  overall  relationships  between  physicians 
and  hospitals. 


Here’s  your  opportunity  to  effect  change. 
For  information  contact 
the  AMA  Department  of 
Hospital  Medical  Staff  Services  at 
(312)  645-4747  or  (312)  645-4753 
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CARE  FOR  YOUR  COUNTRY. 

\ 

As  an  Army  Reserve  physician,  you  can  serve  W 

your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

CALL  COLLECT  OR  USE  THE  COUPON  AT  RIGHT:  (203)  525-2616 

AMEDD  Personnel  Procurement 

FOB,  Suite  532 

450  Main  Street 

Hartford,  CT  06103 
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POSTGRADUATE  MEDICINE 


(If 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including; 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

RDstraduate 

Medicine 

Where  Clinical  Diversity  is  an  Art. 
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The  IBM  Personal  Computer 
A tool  for  modern  times 
in  the  Medical  Office. 


MEDI-SCAN®,  an  Authorized  IBM®  Value- 
Added  Dealer  for  the  Personal  Computer 


Our  Comprehensive  $8.995.00  MEDI-SCAN  In-office 

Billing  And  Accounting  System  Includes: 

• The  IBM  Personal  Computer  XT  with  128K, 

10  Megabyte  hard  disk. 

• The  IBM  Graphics  Printer. 

• MEDI-SCAN  software — customized  for  your 
practice,  including  procedure  numbers  for  state 
agencies.  Generates  accounting  reports, 
comprehensiye  patient  statements,  insurance 
and  third  party  forms. 

• Optional  electronic  paperless  billing  to  third  party 
agencies,  where  applicable. 

• Training — Complete  in-office  training  for  your  staff. 

• Support — “HOT-LINE”  800  number  for 
continuous  support. 


MEDI-SCAN  Single  Source 
Support  System 


MEDI-SCAN’S  unique,  comprehensive  hardware  and  software  maintenance  agreement  guarantees  continuing 
service  and  repair,  system  updates  and  additional  customization,  plus  in-office  training — all  from  one  source.  Our 
local  training  consultants  and  technicians  are  dedicated  to  giying  you  the  best  possible  seryice. 


IBM  Personal  Computer  XTs  are  in  stock  in  our  local  warehouses  ready  to  be  immediately  installed.  Oyer  three 
hundred  physicians  are  using  the  MEDI-SCAN  System — join  them  in  making  the  IBM  PC-XT  “A  tool  for  modem 
times  in  the  medical  office.” 


Networking  available  for  group  practices  and  clinics 


I would  like  to  know  more  about  the  MEDI-SCAN  Or  call:  800-922-1021 

System  on  the  IBM  Personal  Computer  XT.  In  MA-  800462-1009 

Dr. Send  to:  MEDI-SCAN 


Address. 
City 


90  Madison  Street,  Worcestei;  MA  01608 


State. 


Zip. 


Phone  I 


Service  centers  currently  in:  New  England  • Mid  Atlantic  States  - Mid  Western  States  • California  • Texas 


® MEDI-SCAN  is  a registered  trademark  of  PAL  Assoc.  Inc. 

PAL  Associates  is  an  Authorized  IBM  Value-Added  Dealer  for  the  Personal  Computer. 
*IBM  is  a registered  trademark  of  International  Business  Machines  Corporation. 


A Case  of  Amenorrhea  and 
Decreased  Vision 


Apparently  Unrelated  Symptoms  May  Be 
the  Same  Disease  Process 

Fred  Brosco,  BA 
Tom  J.  Wachtel,  MD 


A case  of  benign  intracranial  hypertension  and 
amenorrhea  is  reported  because  the  apparently 
unrelated  symptoms  of  menstrual  irregularities 
and  blurred  vision  may  be  manifestations  of  the 
same  disease  process. 

Case  Report 

The  patient,  a 22-year-old  obese  white  female, 
was  in  her  usual  state  of  health  until  five  months 
prior  to  admission  when  she  presented  to  her 
gynecologist  with  a complaint  of  three  successive 
months  without  a menstrual  period. 

The  history,  general  physical  examination  and 
routine  screening  tests,  including  thyroid  func- 
tion tests  and  pelvic  examination,  were  normal. 
She  denied  the  presence  of  galactorrhea.  A preg- 
nancy test  was  negative,  and  prolactin  levels  were 
normal.  A Provera®  (medroxyprogesterone  ace- 
tate) trial  of  10  mg  daily  for  five  days  elicited 
menstrual  bleeding.  Lo/Ovral®  (norgestrel  0.3 
mg  and  ethinyl  estradiol  0.03  mg)  was  prescribed 
with  subsequent  induction  of  regular  menses. 

Five  weeks  prior  to  admission,  she  noted  the 
onset  of  throbbing  fronto-occipital  headaches, 
blurred  vision,  nausea,  and  vomiting,  which  be- 


Presented  at  the  Annual  Meeting  of  the  Rliode  Island  Chapter, 
.-\merican  College  of  Physicians,  May  18,  198.S. 


Fred  Brosco,  BA,  is  a member  of  the  Brown  University 
Program  in  Medicine  Class  of  1984,  Providence, 
Rhode  Island. 

Fom  J . Wachtel,  Ml),  is  Director,  Medical  Primary 
Care  Unit,  Rhode  Island  Hospital  and  Assistant  Pro- 
fe.ssor  of  Community  Health,  Brown  University  Pro- 
gram in  Medicine,  Providence,  Rhode  Island. 


Manifestations  of 


came  progressively  worse.  She  presented  to  her 
ophthalmologist,  who  found  bilateral  papil- 
ledema and  enlarged  blind  spots  in  both  eyes.  She 
denied  the  presence  of  diplopia,  dizziness,  sei- 
zures, weakness,  paraesthesias,  or  any  history  of 
head  trauma. 

The  physical  examination  at  that  time  revealed 
a morbidly  obese  w'oman  with  a blood  pressure  of 
120/75,  pulse  of  72,  and  a temperature  of  98.6°F 
(37.7°C).  A funduscopic  examination  was  signifi- 
cant for  bilateral  papilledema  with  proteinaceous 
deposits  noted  around  the  area  of  the  optic  disks. 
The  neck  was  supple.  The  heart,  lung,  abdomi- 
nal, and  neurological  examinations  w’ere  within 
normal  limits.  The  patient  w as  alert  and  oriented. 

Discussion 

The  evaluation  of  secondary  amenorrhea  should 
begin  with  a pregnancy  test.  If  the  result  is  nega- 
tive, a serum  prolactin  level  should  be  ordered 
and  a progesterone  withdrawal  test  performed, 
eg,  Provera®  10  mg  daily  for  five  days.  If  the 
prolactin  level  is  high,  a pituitary  tumor  should  be 
ruled  out  through  sella  polytomography  or  com- 
puted tomography  (CT).  The  diagnosis  of  ano- 
vulation may  be  made  if  the  patient  demonstrates 
normal  prolactin  levels  and  a positive  response  to 
progesterone,  eg,  menstrual  bleeding. 

In  a jiatient  with  normal  prolactin  levels  and  no 
resjjonse  to  j^rogesterone  and  estrogen/pro- 
gesterone, a withdrawal  test  should  be  |)er- 
fbrmed.  While  the  failure  to  bleed  suggests  a 
jiathological  condition  of  the  ujjjier  genital  tract, 
such  as  uterine  scarring,  the  presence  of  bleeding 
indicates  ju  imary  ovarian  failure  or  pituitary  fail- 
ure. 

Since  this  })atient  responded  to  the  progestei- 
one  withdrawal  test,  anovulation  was  juesumed 
to  be  the  cause  of  the  amenonhea. 
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The  neurologic  symptoms  of  tlie  patient  were 
consistent  with  the  benign  intracranial  hyperten- 
sion (BIH)  syndrome,  or  pseiidotumor  cerebri, 
which  is  characterized  by  intracranial  pressure 
without  focal  neurologic  deficits.'  "^  This  syn- 
drome, which  may  be  hereditary,  occurs  mostly  in 
young  obese  women  with  menstrual  irregular- 
ities. Associated  conditions  include  hyperthy- 
roidism, hypothyroidism,  hypoparathyroidism, 
hypoadrenalism,  pregnancy,  systemic  disease, 
and  abnormal  levels  of  vitamin  A.  It  may  result 
from  the  ingestion  of  such  drugs  also  as  tetracy- 
cline, oral  contraceptives,  steroids,  nalidixic  acid, 
and  nitro-furantoin.  Fhe  possible  mechanisms  of 
BIH  include  increased  blood  volume  and  the  de- 
layed absorption  or  increased  production  of  cere- 
brospinal fluid  (CSF).'^'^  It  often  presents  with 
headaches,  especially  with  coughing  or  straining; 
visual  disturbances;  and  less  commonly,  diplopia, 
syncope,  seizure,  dizziness,  or  nausea. 

The  physical  signs  include  papilledema  in  a 
patient  who  looks  well,  normal  visual  f ields  or  an 
increased  blind  spot,  decreased  visual  acuity,  and, 
infrequently,  sixth  nerve  palsy.  The  workup 
should  begin  with  a CT  scan  and,  if  normal,  be 
followed  by  a lumbar  puncture  to  check  for  in- 
creased cerebrospinal  Ouid  pressure  (200  mm 
HoO)  with  normal  cell  count,  protein,  and  glu- 
cose. Other  tests  such  as  electroencephalogram, 
arteriogram,  brain  scan,  and  sella  tomograms 
would  all  be  normal  and  need  not  be  done.  The 
dif  ferential  diagnoses  include  optic  and  retrobul- 
bar neuritis,  which  can  be  distinguished  from 
papilledema  upon  funduscopic  examination  by 
an  experienced  clinician.  Such  cerebral  space- 
occupying  lesions  as  brain  tumors  or  abscesses 
can  be  excluded  by  CT  scan. 

While  headaches  usually  abate  in  three  to  12 
months,  visual  acuity  and  field  defects  may  per- 
sist. There  is  a 1 0 per  cent  recurrence  rate  during 
the  first  year,  and  rarely,  the  empty  sella  syn- 
drome may  supervene. 

593  Eddy  Street 

Providence,  Rhode  Island  02902 


Table  1.  — Pathophysiologic  Relationship  Between 
Pseudotumor  Cerebri  and  Amenorrhea 


Obesity 

Increased  Estrogen  Levels 

Increased  Cerebrospinal  Fluid  Production 

Pseudotumor  cerebri 

Decreased  Follicle  Stimulating  Hormone 
and  Luteinizing  Hormone 

Anovulation > Amenorrhea 


The  treatment  of  mild  cases  without  visual 
symptoms  consists  of  repeated  lumbar  punctures 
with  removal  of  15  to  50  ml  of  cerebrospinal 
Ouid.  More  severe  cases  recjuire  treatment  with 
steroids  (16  mg  dexamethasone  daily).  Although 
relief  of  symptoms  begins  within  one  week,  the 
steroids  alone  will  not  alter  CSF  volume  and  a 
drainage  by  spinal  tap  should  be  performed  as 
well.  Patients  who  do  not  respond  to  medical 
therapy  may  require  a lumboperitoneal  shunt. 
The  relationship  of  benign  intracranial  hyper- 
tension and  amenorrhea  is  illustrated  in  Table  1 
The  CT  scan  and  lumbar  puncture  results  in 
our  patient  were  consistent  with  pseudotumor 
cerebri. 
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HAVE  YOU  HEARD?  . . . 


A recently-completed  study  by  a group  of  uni- 
versity-based physicians  and  the  St  Paul  Fire  and 
Marine  Insurance  Company  shows  that  many  ob- 
stetrical malpractice  claims  might  have  been 
avoided  if  pregnancy  risks  had  been  properly 
identified  and  better  managed.  During  the  study 
of  claims  closed  between  1980  and  1982,  a team 
of  five  obstetricians  from  the  University  of  Min- 
nesota performed  a retrospective  review  of  220 
cases.  While  noting  that  further  prospective  stud- 
ies will  be  necessary  to  validate  the  results,  the 
researchers  found  that  major  pregnancy  risks  in 
the  claims  studied  were  often  unrecognized  or 
incorrectly  managed  by  the  physician.  In  1983,  in 
comparison  to  the  previous  four  years,  the  insur- 
ance company  experienced  a 50  per  cent  increase 
in  the  number  of  claims  filed  for  alleged  misman- 
agement of  pregnancy. 

In  a related  development,  the  American  Col- 
lege of  Obstetrics  and  Gynecology  also  has  re- 
ported that  a significant  percentage  of  its  mem- 
bership has  eliminated  the  delivery  of  obstetrical 
services  because  of  the  threat  of  litigation  and 
increasing  costs  of  professional  liability  coverage. 

• • • 

The  American  Diabetes  Association  (ADA)  re- 
cently launched  a $4  million  public  health  educa- 
tion program  designed  to  reach  all  primary  care 
physicians  in  the  US  during  the  next  two  years. 
The  ADA  Clinical  Education  Program  will  focus 
on  Type  II  (non-insulin  dependent)  diabetes 
which  affects  90  per  cent  of  the  1 1 million  Amer- 
icans suffering  from  the  disease.  An  estimated  5 
million  of  these  cases  remain  undetected.  It  is 
projected  that  more  than  (300, ()()()  patients  will  be 
diagnosed  in  1984. 

The  program  began  in  April  with  a teleconfer- 
ence involving  approximately  20,000  physicians 
in  24  cities.  Relieved  to  be  the  largest  meeting 
coordinated  by  any  health  organization,  the  semi- 
nar was  transmitted  by  satellite  to  an  audience  of 
family  physicians,  internists,  general  practition- 
ers, gynecologists,  osteopathic  j^hysicians,  and 
allied  health  j)rofessionals.  During  the  next  two 
years,  numerous  regional  and  local  seminars  will 
be  conducted  for  similar  groujjs.  Fhe  jjrogram 
will  emphasize  the  importance  of  initiating  treat- 
ment (jf  the  5 million  undiagnosed  diabetic 
Americans,  especiallv  tho.se  at  high  risk.  I hese 
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include  persons  who  are  more  than  40  years  old, 
overweight,  and  who  have  a family  history  of 
diabetes;  blacks;  Hispanics;  American  Indians; 
and  women. 

As  part  of  the  program,  the  association  also  has 
published  The  Physician’s  Guide  to  Type  II  Diabetes: 
Diagnosis  and  Treatment,  designed  as  a “working 
reference  manual”  for  practicing  physicians. 


• • • 

Pharmacies  in  the  Northeastern  and  mid-Atlantic 
states  recently  introduced  the  Today  Vaginal 
Contraceptive  Sponge,®  a new  over-the-counter 
vaginal  contraceptive  which  reportedly  is  compa- 
rable to  the  diaphragm  in  safety  and  effective- 
ness. Developed  by  the  VLI  Corporation,  the 
sponge  is  made  of  a special  polyurethane  and 
contains  1 g nonoxynol-9.  The  sponge,  designed 
for  24  hours  continuous  wear,  is  moistened  with 
water  to  activate  the  spermicide  and  inserted  by 
hand,  comparable  to  a diaphragm.  The  walls  of 
the  vagina  hold  the  sponge  in  place  and  the  dim- 
pled concave  surface  fits  around  the  cervix.  It  is 
removed  by  pulling  on  an  attached  loop.  The 
contraceptive  effects  begin  immediately  after  in- 
sertion and  remain  for  up  to  24  hours  without 
additional  preparation. 

Clinical  trials,  according  to  the  company,  were 
initiated  in  1976  and  were  conducted  at  27  cen- 
ters in  1 1 countries,  including  13  in  the  US.  More 
than  2,000  women  participated  in  the  clinical 
tests.  Company  officials  said  that  the  sponge  does 
not  support  the  growth  of  Staph  aureus,  believed 
to  be  responsible  for  the  toxic  shock  syndrome. 

• • • 

Some  children  may  hate  school  because  of  emo- 
tional abuse  from  their  teachers,  according  to  a 
report  in  the  March  1984  issue  of  the  American 
Journal  of  Diseases  of  Children.  Researchers  from 
the  University  of  Colorado  School  of  Medicine 
describe  marked  behavior  and  personality 
changes  among  17  third-  and  fourth-grade  chil- 
dren who  had  been  assigned  to  a new  teacher. 
Such  changes  included  excessive  worry  about 
school  performance,  moves  from  positive  to 
negative  self-perceptions,  expressed  hatred  of 
school,  and  the  onset  of  headaches,  stomach 
aches,  nightmares,  and  withdrawal. 

Parents  soon  discovered  that  the  real  problem 
was  not  related  to  the  adjustment  capabilities  of 
the  youngsters,  but  to  the  emotionally  abusive 
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teacher.  Although  the  school  administration  in- 
itially discounted  the  situation,  the  teacher  finally 
was  removed  and  symptoms  among  1 5 of  the  1 7 
children  disappeared  within  two  weeks.  The 
other  two  children  required  psychiatric  therapy 
to  help  rebuild  their  self-esteem.  The  researchers 
point  out  that  the  children  acted  out  their  prob- 
lems in  the  safe  environments  of  their  homes, 
which  made  many  parents  originally  suspect  that 
the  source  of  the  problem  was  closer  to  home. 
The  children,  however,  were  venting  emotions 
after  struggling  to  be  “well  behaved”  in  the 
oppressive  environment  of  the  school  room. 

• • • 

Near-total  gastric  bypass  appears  to  be  an  effec- 
tive operation  for  weight  control  of  morbidly 
obese  patients,  according  to  a paper  in  the  March 
1984  issue  oi  Archives  of  Surgery.  Doctor  Charles 
E.  Hartford  of  the  Crozer-Chester  (PA)  Medical 
Center  reports  on  the  results  of  50  patients  who 
underwent  gastric  bypass  surgery  in  which  the 
gastric  pouch,  or  stomach,  was  made  only  large 
enough  to  permit  a bypass  connection  with  a por- 
tion of  the  small  intestine.  The  mean  weight  loss 
18  months  after  the  operation  was  55  kg,  and 
mean  excess  weight  loss  was  70  per  cent.  Attribut- 
ing the  success  of  the  procedure  to  the  smallness 
of  the  pouch,  Hartford  postulates  that  a near- 
total gastric  bypass  should  “virtually  eliminate  the 
need  for  revision  because  of  a too-large  pouch  or 
a staple  line  failure.”  The  patients  were  followed 
for  three  years  after  the  operation. 

• • • 

The  General  Electric  Research  and  Develop- 
ment Center  in  Schenectady,  New  York  recently 
reported  on  its  research  with  nuclear  magnetic 
resonance  (NMR),  which  uses  radio,  rather  than 
x-ray,  waves  to  look  into  the  body.  Scientists  at  the 
Center  recently  performed  what  are  believed  to 
be  the  world’s  first  chemical  analyses  of  the  head 
and  torso  with  the  Center’s  NNIR  system.  The 
system,  which  is  based  on  superconducting  mag- 
nets, also  has  been  used  to  produce  high-quality 
images  of  the  human  head.  Researchers  hope 
that  the  new  technique  ultimately  will  help  doc- 
tors distinguish  between  benign  and  malignant 
tumors  and  detect  conditions  which  could  lead  to 
myocardial  infarctions  and  strokes. 

• • • 

Pennwalt  Corp.  Prescription  Division  recentlv 
started  to  market  HyloreD  (guanadrel  sulfate),  a 
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new  second  stage  anti-hypertensive  agent,  whose 
control  of  blood  pressure  equals  that  of  even  the 
most  widely  prescribed  step-2  drugs.  Unlike 
many  other  adrenergic  inhibitors  currently  used 
as  second  stage  therapy,  the  action  of  guanadrel  is 
peripheral,  rather  than  central.  Many  of  the  side 
effects  of  the  central  nervous  system  associated 
with  beta-blockers  and  other  centrally-acting 
agents  are  less  frequent  and  milder  with  guana- 
drel. According  to  its  manufacturer,  an  addition- 
al benefit  of  guanadrel  is  its  simple  dosing  sched- 
ule, especially  for  patients  with  mild  to  moderate 
hypertension.  It  may  be  administered  twice  daily 
for  most  patients. 

• • • 

A new  hone  staple  system  from  the  Orthopedic 
Products  Division  of  3M  includes  a staple  de- 
signed to  resist  staple  “back-out”  and  a unique 
staple  driver  that  allows  full  insertion  without 
removing  the  driver.  The  new  3M  Bone  Staple 
System®  can  be  used  for  all  current  staple  ap- 
plications, including  fragment  fixation,  ten- 
don and  ligament  repair,  ligament  repositioning, 
control  of  bone  growth,  surgical  fusion  of  a joint, 
and  osteotomy.  The  specially-designed  staple, 
made  of  a chromecobalt-molybdenum  alloy,  has 
been  shown  in  laboratory  tests  to  be  more  re- 
sistant to  “back-out”  from  vertical  and  lateral 
pressure  than  other  staples. 

• • • 

Implant  Technologies,  Inc  recently  an- 
nounced the  development  of  a new  tracheostomy 
tube  which  allows  ventilator-dependent  patients 
to  speak  clearly.  The  COMMUNItrach  1® 
tracheostomy  tube  allows  patients  to  talk  with 
near  normal  speech  while  the  tube  establishes 
and  maintains  an  airway.  Air  for  speaking  is  pro- 
vided by  a separate  independent  air  source. 

• • • 

Researchers  at  the  General  Electric  Research 
and  Development  Center  have  developed  a new 
technique  to  culture  large  amounts  of  mamma- 
lian cells  for  medical  research.  The  cells  are 
grown  on  tiny  droplets  of  oil  suspended  in  a wa- 
tery solution  containing  protein  and  other  nu- 
trients. 'The  cells  cling  to  the  surfaces  of  the  oil 
droplets,  where  they  are  nourished  by  the  sur- 
rounding protein-rich  “soup.”  Until  now, 
mammalian  cells  have  been  cultured  mainly  on 
flat  surfaces  in  plates  or  dishes  flooded  with  a 
protein-rich  solution.  Because  this  approach  re- 
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quires  large  amounts  of  space,  biologists  have 
sought  other  techniques. 

Mammalian  cells  are  required  in  the  develop- 
ment and  production  of  vaccines  and  hard-to- 
obtain  substances  such  as  human  growth  hor- 
mone, interferon,  and  monoclonal  antibodies. 
Another  potential  application  for  this  new  de- 
velopment is  the  cultivation  of  cancer  cells  for 
tumor  research. 

• • • 

The  General  Electric  Company  recently  intro- 
duced a new,  battery-powered  x-ray  film  system 
designed  to  serve  a full  range  of  routine  diagnos- 
tic radiographic  procedures.  The  Technamatic® 
system,  which  delivers  up  to  1,000  radiographs 
on  a single  battery  charge,  consists  of  a generator, 
battery  pack,  x-ray  tube  and  stand,  and  patient 
cart.  It  facilitates  examination  of  virtually  all  ana- 
tomical areas.  The  self-contained  unit,  according 
to  the  manufacturer,  is  particularly  suitable  for 
basic  care  facilities  in  underdeveloped  areas 
where  the  power  supply  is  unstable. 

• • • 

Acuson  recently  announced  development  of  its 
new  ultrasound  system,  the  Acuson  128®,  which 
I provides  “unprecedented”  image  quality  for 
medical  diagnosis.  The  Acuson  128  is  a real-time 
ultrasound  system  which  produces  images  of  in- 
I ternal  organs,  in  motion,  with  clarity  and  detail, 
j Because  the  system’s  high  resolving  power  en- 
i ables  the  physician  to  recognize  and  easily  differ- 
entiate major  tissue  types,  earlier  and  more  accu- 
rate diagnoses  will  be  possible.  In  addition, 
fetuses  can  be  monitored  for  potential  abnormal- 
ities at  a much  earlier  stage  of  develojjinent. 

• • • 

Smith  Kline  Diagnostics  recently  offered  patient 
education  materials  on  colorectal  cancer  to  physi- 
cians. The  packages  include  a table-top  holder 
j with  SKD’s  Hemoccult®  booklets  which  discuss 
i colorectal  cancer  incidence,  risk  factors,  and  the 
value  of  the  Hemoccult®  test  for  fecal  occult 
! blood  in  .screening  for  this  disease.  I he  material 
1 can  be  ordered  f rom  Smith  Kline  Diagnostics, 
Promotional  Services  Department,  IT)  Box 
1 51947,  Sunnyvale,  Galifornia  9408b  (1-800-538- 
j 1581). 

I • • • 

With  the  nation  facing  what  medical  authorities 
have  called  a “massively  escalating  drug  jjrob- 
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lem,”  a national  telephone  information  and  re- 
ferral center  has  been  opened  at  Fair  Oaks  Hos- 
pital, Summit,  New  Jersey  to  help  cocaine  addicts 
locate  treatment.  The  toll-free  number,  1-800- 
262-2463,  connects  physicians,  cocaine  users, 
family,  or  friends,  to  a staff  of  cocaine  rehabilita- 
tion experts  at  Fair  Oaks  Hospital.  The  psychiat- 
ric hospital  is  linked  to  treatment  centers,  hospi- 
tals, and  physicians  in  every  state.  The  caller  can 
have  questions  answered  or  be  referred  to  the 
nearest  treatment  facility  or  physician  without 
fear  of  losing  anonymity. 

• • • 

A cooperative  venture  between  the  Israeli-based 
Omikron  Scientific,  Ltd  and  the  University  of 
Southern  California  may  result  in  the  develop- 
ment of  an  artificial  pancreas  by  1 985.  The  device 
is  intended  to  regulate  the  amount  of  insulin 
absorbed  by  diabetic  patients  to  avoid  improper 
dosages.  The  test  device  includes  four  parts:  an 
element  for  measuring  blood  glucose  levels,  a 
micro-computer  to  determine  how  much  insulin 
is  required,  an  insulin  reservoir,  and  a hydraulic 
pump.  For  test  purposes,  the  unit  is  worn  exter- 
nally although  scientists  are  planning  ultimately 
to  develop  an  implantable  artificial  pancreas. 

• • • 

The  National  Hemophilia  Foundation  now  is 
accepting  applications  for  the  Judith  Graham 
Pool  Postgraduate  Research  Fellowships  in 
Hemophilia.  Grants  of  up  to  $20,000  are  avail- 
able for  clinical  or  basic  research  in  the  areas  of 
biochemical,  genetic,  hematologic,  orthopedic, 
psychiatric,  or  dental  aspects  of  the  hemophilias 
or  Von  Willebrand’s  disease.  The  research  focus 
also  may  be  on  the  rehabilitative,  therapeutic,  or 
social  features  of  these  disorders.  Grant  applica- 
tions and  additional  information  are  available 
from  the  National  Hemophilia  Foundation,  19 
West  34th  Street,  Suite  1024,  New  York,  New 
York  10001. 

• • • 

The  Upjohn  Gompany  has  published  a com- 
prehensive patient  information  brochure  on 
“Motrin  Tablets  (ibuprofen)  ...  a medication  to 
help  relieve  your  arthritis.” 

The  brochure  is  designed  to  reinforce  in- 
formation presented  by  the  patient’s  physician, 
improve  communication  between  patients  and 
physicians,  and  encourage  compliance  with  treat- 
ment regimens.  The  pamphlet  explains  that 
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Motrin®  Tablets  reduce  pain,  inflammation,  and 
swelling  without  the  dangers  of  addiction  or 
potential  problems  from  long-term  corticoster- 
oid use.  It  also  discusses  side  effects  that  might  be 
experienced  so  that  patients  can  discuss  them 
with  their  physicians.  The  booklets  are  available 
from  Upjohn  sales  representatives. 

• • • 

Instromedix,  Inc  recently  developed  the  Life- 
Signs  Receiving  System®,  a transtelephonic 
arrhythmia  surveillance  system  designed  to  help 
physicians  monitor  transient  arrhvthmias,  drug 
dosage  titration,  and  post-myocardial  infarction 
conditions.  The  system  includes  easy-to-use 
j transmitters  and  provides  linkage  with  other  In- 
stromedix products.  The  company’s  Tape-A- 
I Trace®  2400  automatically  receives,  records,  and 
i stores  transtelephonic  patient  messages  and  elec- 
trocardiograms, helping  physicians  maintain 
I contact  with  patients,  and  freeing  technicians  and 
I nurses  for  other  tasks.  Instromedix,  Inc.,  based  in 
Beaverton,  Oregon,  develops  and  manufactures 
[ microprocessor-based  cardiac  diagnostic  equip- 
I ment  to  monitor  heart  conditions  and  pacemak- 
ers. 

• • • 

Researchers  at  the  University  of  Cincinnati 
Medical  School  have  reported  successful  results 
i from  a limited  study  of  sucrose  polyester,  a substi- 
tute for  fat  that  reportedly  contains  no  calories 
and  is  indistinguishable  in  taste  from  common 
dietary  fat.  The  substance,  patented  by  Proctor  8c 
Gamble,  is  a nonabsorbable  mixture  of  hexta-, 
hepta-,  and  octa-fatty  acid  esters  of  sucrose  with 
physical  properties  similar  to  those  of  conven- 
tional common  dietary  fats.  It  currently  is  classi- 
fied as  an  experimental  drug.  If  the  substance  is 
approved  by  the  FDA,  a prescription  will  be  re- 
quired for  its  use. 

• • • 

The  Orthopedic  Products  Division  of  the  3M 
C^ompany  recently  developed  a prosthesis  for  use 
in  hip  endoprosthetic  procedures  and  total  hip 
replacement.  The  new  device  — called  the  Bate- 
man UPFII  Universal  Proximal  Femur®  — fea- 
tures a bipolar  design  which  permits  universal 
articulation  at  the  inner  bearing  to  help  preserve 
the  acetabulum.  I he  frictional  differential  be- 
tween the  22mm  inner  bearing  and  outer  bear- 
ings has  been  increased,  limiting  motion  in  the 
acetabulum.  The  asseml)ly  also  is  convertible  to  a 
22mm  total  hip  without  moving  the  femoral  com- 
ponent and  with  minimal  j)atient  trauma. 


PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 


The  Hindle  Memorial  Building 
655  Broad  Street 
Providence,  Rhode  Island  02907 

Modem  completely  air-conditioned  building;  conven- 
ient to  St.  Joseph  Hospital;  elevator  and  full  mainte- 
nance; ample,  secure  off-street  parking;  easy  access  to 
1-95  and  1-195;  on  site  medical  laboratory';  BC'BS 
provider  network  system  computer. 

Immediate  occupancy 

For  further  information,  please  call: 

401/331-3357 


Thanks  to  you... 
it  works... 
for  ALL  OF  US 


Unibed  W^y 

This  space  contributed  as  a public  service 


249 


Mav,  1984  — Vol.  67 


These  people  and  3 million  others  have 
something  to  celebrate.  They  beat  cancer. 


We  are  winning. 
Please  support  the 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 
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Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  cony  (not 
all  capitals)  on  S'/axll  inch  firm  typewriter  paper,  ciouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 '/>  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  tvpographic  monotony  of  the  text.  Pages 
must  be  numbered  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  joimial  attempts  to  avoid  the  use  of  jargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  .\11  manuscripts  must  include  a title  page  which 
details  the  following  information:  (Da  brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD.  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primarv  hospital  affiliation;  (4) 
mailing  adciress  of  principal  author;  and  (5)  office  telephone 
number  of  principal  autnor. 

Illustratwm:  Authors  are  urgetl  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  alwavs  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  bv  handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration,  l.egends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

.Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptaltle. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinelv  to  the  author(s).  Reprints  may  be  ordered 
separately  (lOO  copies  minimum  oraer)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessarv  by  the  editors  and  such  modifications  as  to 
firing  them  into  conformity  with  journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  .Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  journal. 

Permis.swn:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botli  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  by  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced  and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearlv  indicated  in  the  text.  .All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber, if  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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BRIEF  SUMMARY 

PROCARDIA  • (niledipine)  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE  I Vasospastic  Angina:  PROCARDIA  iniledipinel  is  indicated  lor  the 
management  ol  vasespastic  angina  confirmed  by  any  ol  the  following  criteria  1 ) classical  pattern 
of  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro 
voked  by  ergonovme  or  3)  angiograptncally  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  signilicani  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  ol  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pam  has  a variable  threshold  Oh  exertion  or 
m unstable  angina  where  electrocardiographic  findings  are  compatible  with  intermillenl  vaso 
spasm  or  when  angina  is  relractory  to  nitrates  and  or  adeguate  doses  ol  beta  blockers 

II  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina)  PROCARDIA  is  indicated  lor 
the  management  ol  chronic  stable  angina  i ettorl  associated  anginal  without  evidence  ol  vasospasm 
ih  patients  who  remain  symptomatic  despite  adeguate  doses  ol  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angma  leftort-associated  anginal  PROCARDIA  has  been  effective  m controlled 
Inals  of  up  to  eight  weeks  duration  m reducing  angma  treguency  and  increasing  exercise  tolerance 
but  contirmalion  ol  sustained  eltecliveness  and  evaluation  ol  long  term  safely  m those  patients  are 
incomplete 

Controlled  studies  m small  numbers  ot  patients  suggest  concomitant  use  ol  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  m patients  with  chronic  stable  angina  but  available  infor- 
mation IS  not  sulticient  to  predict  with  confidence  the  ellecis  of  concurrent  treatment  especially  m 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ol  Ihe  drugs  iSee  Warnings  ) 
CONTRAINDICATIONS  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS  Excessive  Hypotension  Although  m most  patients  Ihe  hypotensive  effect  ol 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  lime  ol 
subsequent  upward  dosage  adiustment  and  may  be  more  likely  m patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  m patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  lentanyl  anesthesia  The  interaction  with  high  dose  lentanyl  appears  to  be 
due  to  Ihe  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ol  tenlanyl  m other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  in  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lentanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
it  Ihe  patient  s condition  permits  sulticient  lime  (at  least  36  hoursi  should  be  allowed  lor 
PROCARDIA  to  be  washed  oul  ol  Ihe  body  prior  to  surgery 

Increased  Angina.  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  seventy  ol  angma  on  starting  PROCARDIA  or  at  Ihe  lime  ol  dosage  increases  The  mech 
anism  ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rale  or  from  increased  demand 
resulting  from  increased  heart  rale  alone 

Bela  Blocker  Withdrawal  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensilivdv  to  catechol 
amines  Initiation  ol  PROCARDIA  irealmenl  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  calecholam.ne  release  There  have  been  occasional  reports  ol 
increased  angina  m a setting  ol  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  it  possible  rather  than  slopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  failure  Rarely  patients  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  light  aortic  stenosis  may  be  at  greater  risk  lor 
such  an  event 

PRECAUTIONS  General  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  ol  blood  pressure  during  Ihe  miliai  administration  and  titration 
ol  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  lor  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  iSee  Warnings  i 

Peripheral  edema  Mild  lo  moderate  peripheral  edema  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction  occurs  m about  one  m ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  Ihe  lower  extremities  and  usually  responds  to  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure  care  should  be  taken 
lo  ditferenliale  this  peripheral  edema  from  Ihe  effects  ot  increasing  left  ventricular  dysfunction 

Drug  interactions  Bela  adrenergic  blocking  agents  (See  Indications  and  Warnings  I Experience 
m over  1400  patients  m a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
nf  PROCARDIA  and  beta  blocking  agents  is  usually  well  tolerated  but  there  have  been  occasional 
ileralure  reports  suggesting  that  the  combination  may  increase  Ihe  likelihood  ol  congestive  heart 
failure  severe  hypotension  or  exacerbation  ot  angma 

Long  acting  nitrates  PROCARDIA  may  be  safely  co  administered  with  nitrates  but  there  have 
been  no  controlled  studies  lo  evaluate  Ihe  antiangmal  eltecliveness  ol  this  combination 

Digitalis  Administration  ol  PROCARDIA  with  digoxin  increased  digoxm  levels  m nine  ot  twelve 
normal  volunteers  The  average  increase  was  45°o  Another  investigator  found  no  increase  m di 
goxin  levels  m thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxm  blood  levels  were  nol  meas- 
ured digitalis  toxicity  was  nol  observed  Since  there  have  been  isolated  reports  of  patients  with 
elevated  digoxm  levels  it  is  recommended  that  digoxm  levels  be  monitored  when  initialing  adiusi 
mg  and  discontinuing  PROCARDIA  lo  avoid  possible  over-  or  under  digitalization 

Carcinogenesis  mutagenesis  impairment  ol  fertility  When  given  to  rats  prior  lo  mating  mle- 
dipme  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu 
man  dose 

Pregnancy  Category  C Please  see  lull  prescribing  information  with  reference  lo  teratogenicity  m 
rats  embryotoxicily  m rats  mice  and  rabbits  and  abnormalities  m monkeys 
ADVERSE  REACTIONS  The  most  common  adverse  events  include  dizziness  or  light-headedness 
peripheral  edema  nausea  weakness,  headache  and  Hushing  each  occurring  m about  10°o  ol  pa 
tients  transient  hypotension  m about  5°o  palpitation  m about  2“o  and  syncope  m about  0 5°o 
Syncopal  episodes  did  nol  recur  with  reduction  in  Ihe  dose  ol  PROCARDIA  or  concomitant  anlian- 
gmal  medication  Additionally  the  following  have  beeh  reported  muscle  cramps  nervousness 
dyspnea  nasal  and  chest  congestion  diarrhea  constipation  mtlammalion  lomi  stillness  shaki 
ness  sleep  disturbances  blurred  vision  ditficullies  m balance  dermatitis  pruritus  urticaria  fe- 
ver sweating  chills  and  sexual  ditlicullies  Very  rarely  introduction  ol  PROCARDIA  therapy  was 
associated  with  an  increase  m anginal  pam  possibly  due  lo  associated  hypotension 

In  addition  more  serious  adverse  events  were  observed  nol  readily  distinguishable  from  the  nat- 
ural history  ot  Ihe  disease  m these  patients  It  remains  possible  however  that  some  or  many  ol 
these  events  were  drug  related  Myocardial  infarction  occurred  m about  4°o  ol  patients  and  conges- 
tive heart  failure  or  pulmonary  edema  m about  2”o  Ventricular  arrhythmias  or  conduction  disturb 
ances  each  occurred  in  fewer  than  0 S’o  ot  patients 

Laboratory  Tests  Rare  mild  to  moderate  transient  elevations  ol  enzymes  such  as  alkaline  phos- 
phatase CPK  lDH  SCOT  and  SGPT  have  been  noted  and  a single  incident  of  significantly  ele 
valed  transaminases  and  alkaline  phosphatase  was  seen  m a patient  with  a history  ol  gall  bladder 
disease  after  about  eleven  months  ol  niledipme  therapy  The  relationship  lo  PROCARDIA  therapy  is 
uncertain  These  laboratory  abnormalities  have  rarely  been  associated  with  clinical  symptoms 
Cholestasis  possibly  due  lo  PROCARDIA  therapy  has  been  reported  twice  m Ihe  extensive  world 
ilerature 

HOW  SUPPLIED  Each  orange  soft  gelatin  PROCARDIA  CAPSULE  contains  10  mg  of  niledipine 
PROCARDIA  CAPSULES  are  supplied  m bottles  ol  100  (NDC  0069-2600-661  300  |NDC  0069 
2600-721  and  unit  dose  (10x101  (NDC  0069  2600  41 1 The  capsules  should  be  protected  Irom 
light  and  moisture  and  stored  at  controlled  room  temperature  59  lo77  f(15  to  25  C)  m Ihe  man- 
ufacturer s original  container 

More  detailed  prolessionai  inlormahon  available  on  reQuest  c 1982  Pfizer  Inc 
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7 can  do  things  that  I 
couldntdofor3yrs  including 


‘ joining  the  human  race  again” 


^Juotes  from  an  unsolicited  ' 

letter  received  by  Pfizer  from  an 
■angina  patient. 


While  this  patient's  experience 
IS  representative  of  many 
un  sdicited  comments  received, 
not  Jf  patients  will  respond  to 
Procardia  nor  will  they  all  ^ 

respond  to  the  same  degree 


C 1963.  Pfizer  Inc 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 

"My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 


"I  shop,  cook  and  can  plant 
flowers  again." 


"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets, ^ doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%). 


for  the  varied  faces  of  angina 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks'  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 


PROCAREM 


(NIFEDIPINE)"" 

Please  see  PROCARDIA  brief  summary  on  adioining  page 


Mor 

ibuprofen; 

600 mg  Tablets 


More  conveiuenti6r  your  patients 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


.1984  The  Upjohn  Company 


COMPLETE 

LABORATORY 

DOCUMENTATION^  EXTENSIVE 

CLINICAL  PROOF 


FORTHEPREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

Q^LMAHEc 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset"’ 

• More  total  sleep  time" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAKE*€ 

flurozepam  HCI/Poche 

References;  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
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Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its, in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  adminisfration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fefal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingesfion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction -prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred.  particuTarly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage;  Individualize  lor  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  palients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  t5  mq  or  30  mq 
flurazepam  HCI, 
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RHODE  ISLAND  GENERAL  ASSEMBLY  ADJOURNS 

After  a last-minute  deadlock  over  the 
state's  budget,  the  Rhode  Island  General 
Assembly  adjourned  for  the  year  on  May  11, 
almost  a week  later  than  scheduled.  Dur- 
ing the  1984  session,  the  lawmakers  con- 
sidered nearly  200  bills  on  health- 
related  matters.  After  reviewing  these 
proposals,  the  RIMS  Public  Laws  Committee, 
under  the  leadership  of  Dr  Peter  D.T. 
Clarisse,  recommended  that  the  Society 
focus  its  efforts  on  40  bills. 

In  his  report  to  the  May  23  annual  session 
of  the  RIMS  House  of  Delegates,  Dr  Clarisse 
said  that  four  major  issues  emerged  during 
the  1984  session: 

• Malpractice : The  Society  successfully 

introduced  a package  of  five  bills  in- 
tended to  alleviate  the  growing  mal- 
practice crisis.  Sponsored  by  Sen  John 
Revens  (D,  Warvick) , the  bills,  if 
passed,  would  have  established  guide- 
lines for  the  structured  payment  of 
award  settlements,  amended  the  collateral 
source  rule,  reduced  the  interest  on 
awards,  limited  awards  for  pain  and 
suffering,  and  established  qualifica- 
tions for  expert  witnesses. 

Instead  of  acting  on  the  five-bill 
package,  the  Senate  Judiciary  Committee 
laid  the  groundwork  for  future  reform 
of  the  tort  system  by  creating  a legis- 
lative commission  to  study  the  problem. 
The  commission  must  report  its  findings 
by  January  1,  1985.  The  malpractice 
problem.  Dr  Clarisse  told  the  House  of 
Delegates,  will  be  "the  Society's  major 
priority  during  the  1985  session." 

For  information  on  reform  initiatives 
on  the  federal  level,  see  page  268  of 
this  Journal . 

• Optometric  drug  use:  As  the  result  of 

combined  efforts  by  the  Society,  the  RI 
Ophthalmological  Society,  and  the  Brown 
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GENERAL  ASSEMBLY  (continued) 

University  Program  in  Medicine,  the 
House  Corporations  Committee  refused  to 
act  on  a bill  which  would  have  permitted 
optometrists  to  use  therapeutic  drugs 
to  treat  ocular  disease.  While  opto- 
metrists in  37  states,  including  Rhode 
Island,  may  use  drugs  for  diagnostic 
purposes,  prescription  of  therapeutic 
agents  is  permitted  only  in  West  Vir- 
ginia and  North  Carolina. 

Dr  Milton  W.  Hamolsky,  Physician-in- 
Chief,  Department  of  Medicine,  Rhode 
Island  Hospital,  and  RIMS  Secretary, 
told  the  legislators  that  many  ocular 
conditions  may  be  manifestations  of 
general  systemic  disease  which  optome- 
trists are  not  trained  to  recognize. 

Also  speaking  against  the  bill  were  Drs . 
David  S.  Greer,  Dean,  Brown  University 
Program  in  Medicine;  Robert  S.L.  Kinder, 
Chief  of  Ophthalmology,  Rhode  Island 
Hospital;  H.  Denman  Scott,  Deputy  Di- 
rector, RI  Department  of  Health;  Thomas 
Hutchinson,  Harvard  Medical  School;  and 
Alfred  Lemoine,  a Kansas  City  ophthal- 
mologist . 

The  successful  legislative  strategy 
was  organized  by  RI  Ophthalmological 
Society  President  Dr  Y.  Jacob  Schinazi. 

• Physician's  Assistants:  The  House  Health, 
Education,  and  Welfare  Committee  con- 
sidered two  bills  which,  if  approved, 
would  have  expanded  the  scope  of  practice 
of  PAs . In  testimony  before  the  House 
HEW  Committee,  RIMS  President  Dr 
Charles  P.  Shoemaker,  Jr.  supported  a 
bill  introduced  by  Brown  University 
which  would  have  created  a limited  exemp- 
tion from  the  supervision  requirements 
of  the  existing  PA  statute  for  PAs  in 
university  settings.  Approved  by  the 
Committee,  the  bill  later  was  amended 
on  the  House  floor  to  encompass  the 
broader  provisions  of  a second  bill. 

Drs  Shoemaker  and  Charles  E.  Millard 
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CONGRESSIONAL  LIAISON  (continued) 


RIMS  past  president,  testified  before  the 
Senate  HEW  Committee  against  the  amended 
version.  The  Society  emphasized  the  pos- 
sible public  health  threat  which  would 
result  from  "expanding  the  scope  of  PAs ' 
practices  by  legislative  fiat  rather  than 
through  education  and  training."  As  a 
result  of  mounting  opposition,  the  Senate 
committee  refused  to  act  and  the  bill  died 
for  the  year. 

Living  wills:  Representing  the  Society  and 
the  RI  District  Branch  of  the  American 
Psychiatric  Association,  Dr  James  R. 
McCartney  testified  in  support  of  S 0009, 
sponsored  by  Sen  Lila  Sapinsley.  If  en- 
acted, S 0009  would  have  provided  a 
mechanism  for  a "living  will,"  permitting 
physicians  to  withhold  extraordinary  life- 
sustaining  measures.  Reported  favorably 
out  of  the  Senate  Judiciary  Committee, 
the  bill  suffered  defeat  on  the  Senate 
floor.  In  its  place,  the  General  Assembly 
approved  a 1983  House  bill  which  creates 
a special  commission  to  review  the  issue. 

Doctor  Clarisse  told  the  RIMS  delegates 
that  the  Society  also  played  an  active 
role  in  other  bills  on  a broad  spectrum 
of  issues,  including  the  establishment 
of  a 911  emergency  telephone  system,  revi- 
sions in  the  statute  of  limitations, 
changes  in  the  mental  health  code,  and 
worker's  compensation  Insurance.  The 
Society  also  supported  the  recently- 
approved  law  which  raises  the  minimum 
drinking  age  to  21  years  effective  this 
July. 

A detailed  analysis  of  the  1984  legisla- 
tive session  will  be  published  in  the 
July  issue  of  this  Journal . 

SOCIETY  STRENGTHENS  LIAISON  WITH 
CONGRESSIONAL  OFFICES 

The  RIMS  Executive  Committee  met  May  7 with 
Christie  Ferguson,  a legislative  aide  from 
Sen  John  Chafee's  office,  to  discuss  the 
fiscal  problems  facing  the  Medicare  program 
and  possible  alleviation  of  the  malpractice 
crisis.  Drs  Frances  P.  Conklin,  President, 
Providence  Medical  Association;  David  S. 
Greer,  Dean,  Brown  University  Program  in 
Medicine;  and  John  J.  Cunningham,  RIMS 
Delegate  to  the  American  Medical  Associa- 


tion, also  participated  in  the  three-hour  I 
session.  )f 

Many  of  the  problems  identified  during  the 
broad-ranging  discussion  fell  into  one  of 
three  areas:  1)  the  appropriate  reimburse- 

ment for  physician  services;  2)  the  impact 
of  the  malpractice  crisis  on  the  Medicare 
program  and  other  medical  services;  and  3) 
anti-trust  considerations  affecting  medical 
practice.  Additional  meetings  will  be 
scheduled  to  work  on  potential  solutions 
for  the  Senator's  consideration. 

The  Society  also  will  participate  in  a 
June  16  conference  organized  by  Sen 
Claiborne  Pell  for  senior  citizens  at  the 
Warwick  campus  of  the  Community  College  of 
Rhode  Island.  Nearly  1,000  persons  are 
expected  to  attend  the  day-long  meeting 
on  Medicare.  Representing  the  Society, 
past  president  Dr  Charles  E.  Millard  will 
address  the  problem  of  how  patients  can 
control  medical  costs  most  effectively. 

JCAH  TO  SURVEY  NINE  RHODE  ISLAND  HOSPITALS 

Nine  hospitals  are  scheduled  this  month 
to  receive  site  visits  from  the  Joint  Com- 
mission on  the  Accreditation  of  Hospitals 
(JCAH) . These  facilities  include  Notre 
Dame  Hospital,  South  County  Hospital, 
Newport  Hospital,  Newport  Naval  Medical 
Center,  Pawtucket  Memorial  Hospital,  Rhode 
Island  Hospital,  Rhode  Island  Medical 
Center,  Woonsocket  Hospital,  and  Zambarano 
Memorial  Hospital. 

None  of  the  affected  hospitals  will  be 
subject  to  the  revised  medical  staff  stand- 
ards approved  by  JCAH  last  December  after 
nearly  three  years  of  debate.  At  issue 
were  provisions  for  recognition  of  non- 
physician  providers.  While  the  new  guide- 
lines provide  qualified  non-physician 
providers  with  access  to  hospitals,  the 
medical  staff  retains  ultimate  responsi- 
bility for  the  provision  of  patient  care. 

The  proposed  references  in  an  earlier  draft 
to  dentists,  podiatrists,  and  other  limited- 
license  practitioners  were  eliminated  from 
the  final  version.  The  new  standards  will 
become  effective  July  1,  1984  for  survey 
purposes  although  they  will  not  be  used 
for  accreditation  evaluation  purposes 
until  next  January. 
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DR  HEALEY  INSTALLED  AS  SOCIETY  PRESIDENT 

Dr  Paul  J.M.  Healey,  a Pawtucket  surgeon, 
was  installed  as  the  Society's  126th 
president  at  the  May  23  annual  general 
membership  meeting.  He  succeeds  Dr 
Charles  P.  Shoemaker,  Jr.  of  Newport. 

A native  of  Pawtucket,  Dr  Healey  received 
his  medical  degree  from  Boston  University 
School  of  Medicine  and  completed  his 
internship  and  residency  training  at 
Boston  City  Hospital.  He  is  Chief  of 
Vascular  Surgery,  The  Memorial  Hospital, 
Pawtucket;  and  Assistant  Clinical  Profes- 
sor of  Surgery,  Boston  University  School 
of  Medicine.  Long  involved  in  medical 
society  activities.  Dr  Healey  has  served 
as  an  officer  of  the  Pawtucket  Medical 
Association  and  Providence  Surgical  Soci- 
ety, and  as  a director  of  Blue  Cross  & 

Blue  Shield  of  Rhode  Island.  He  presently 
is  the  Governor  of  the  American  College  of 
Surgeons  for  Rhode  Island. 

The  new  president-elect  is  Dr  Leonard  S. 
Staudinger,  a Woonsocket  surgeon  who  most 
recently  served  the  Society  as  vice- 
president  from  1982-1983.  Dr  Staudinger 
will  assume  the  presidency  next  May. 

Other  officers  for  1984-1985  include  Drs 
Melvyn  M.  Gelch,  a Providence  neurosur- 
geon, vice-president;  Kenneth  E.  Liffmann, 
a Providence  orthopedic  surgeon,  treasurer; 
and  Milton  W.  Hamolsky,  a Providence  in- 
ternist, secretary. 

TWO  RIMS  MEMBERS  HONORED  AT  ANNUAL  MEETING 

The  many  accomplishments  of  two  Rhode  Is- 
land physicians  were  recognized  at  the 
Society's  May  23  Annual  Dinner.  The 
dinner  was  held  in  conjunction  with  the 
173rd  Annual  Meeting,  held  at  the  Provi- 
dence Marriott  Hotel,  Providence. 

Dr  Henry  T.  Randall,  Surgeon-in-Chief 
Emeritus,  Rhode  Island  Hospital,  re- 
ceived the  1984  Charles  L.  Hill  Award 
for  Distinguished  Service.  Dr  Randall, 
who  until  recently  chaired  the  Annual 
Meeting  Committee  (1981-1983) , was 
honored  for  his  "endeavors  on  behalf  of 
the  Society  and  his  significant  contri- 
butions to  the  quality  of  medical  care 
in  Rhode  Island." 


ANNUAL  MEETING  (continued)  ' 

I 

Dr  Joseph  E.  Gannon,  who  retires  in  July  | 
after  23  years  as  Director  of  the  Rhode 
Island  Department  of  Health,  was  praised  I 

for  his  "commitment  to  professionalism  ' 

and  the  spirit  of  scientific  inquiry 
which  has  established  the  state's  reputa-  ' 
tion  as  a leader  in  public  health." 

"All  Rhode  Island  citizens,"  RIMS  Presi- 
dent Dr  Gharles  P.  Shoemaker  told  the 
retiring  director,  "have  benefited  from  | 

your  dedicated  stewardship."  ‘ 

PERIPATETICS  { 

Society  members  in  the  news  this  month  j 

include : 

• The  Rhode  Island  District  Branch  of 

the  American  Psychiatric  Association  j 

recently  elected  the  following  offi-  j 

cers  for  the  coming  year:  Drs  William  { 

Braden,  President;  Lowell  J.  Rubin,  I 

President-Elect;  Paul  Saplr,  Immediate  j 

Past  President;  and  Robert  G.M.  John-  * 

ston,  Secretary-Treasurer.  i 

• Dr  Richard  A.  Carleton,  physician-in-  j 

chief  and  chief  of  cardiology  at  The 
Memorial  Hospital,  Pawtucket,  recently 
was  appointed  to  a three-year  term  on 

the  advisory  council  of  the  National 
Heart,  Lung,  and  Blood  Institute.  The 
appointment  was  made  by  US  Health  and 
Human  Services  Secretary  Margaret  I 

Heckler.  The  18-member  committee  ad- 
vises the  DHHS  Secretary  and  Congress 
on  policy  and  research  for  cardiac, 
pulmonary,  and  hematologic  disease, 
and  funding  for  the  Institute's  budget.  ; 

• Newly  elected  to  fellowship  status  in 
the  American  Academy  of  Pediatrics  was 
Dr.  David  P.  Fletcher,  Warwick. 

• Newly-appointed  department  chiefs  at  i 

Newport  Hospital  include  Drs.  Peter  D.T. 
Clarisse , radiology;  Charles  P.  Shoe- 
maker , Jr . , surgery;  Gerhard  C.  Meier, 
medicine;  and  Nasser  Chahmirzadi, 
obstetrics  and  gynecology. 

• Dr  Israel  Diamond,  Providence,  has 
been  named  to  the  editorial  board  of 
the  Archives  of  Pathology. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


HOW  DO  I UPDATE  MY  BLUE  SHIELD  PROFILE? 


Blue  Cross  & Blue  Shield  of  Rhode  Is- 
land periodically  sends  profile  work- 
sheets to  all  physicians  with  Blue 
Shield  profiles  whether  or  not  they 
have  signed  formal  participation  agree- 
ments. The  worksheet  shows  the  physi- 
cian's current  Blue  Shield  reimburse- 
ment for  each  procedure  code  at  the 
time  of  the  last  revision  and  provides 
space  for  updated  charge  information. 

You  should  follow  the  steps  outlined 
below  in  reviewing  your  profile  work- 
sheet : 

• Compare  the  Blue  Shield  allowance 
for  each  procedure  with  your  cur- 
rent actual  charge.  If  your 
actual  charge  and  the  Blue  Shield 
allowance  are  the  same,  your 
charge  is  either  less  or  the 
same  as  the  Blue  Shield  allowance 
for  physicians  in  your  specialty 
and  geographic  area  performing 
the  same  service. 

If  the  reimbursement  paid  by  Blue 
Shield  is  less  than  your  actual 
charge,  your  charges  may  be  higher 
than  the  Blue  Shield  allowance  or 
may  not  have  been  updated. 

• Update  your  profile  to  include  both 
your  new  actual  charge  and  those 
which  remain  unchanged,  especially 
if  the  Blues'  reimbursement  is  less 
than  the  unchanged  charge. 

The  following  situation  may  well 
occur  if  you  do  not  update  your 
profile.  Our  hypothethical  Dr 
Jones  charged  $15  for  a routine 
hospital  visit  at  a time  when  the 
Blue  Shield  allowance  was  $10. 

He  will  continue  to  receive  $10, 
unless  he  updates  his  charges 
periodically,  even  if  the  Blue 
Shield  allowance  Increases  to 
$25  and  his  actual  charge  is 
listed  as  $15. 


• Return  your  profile  to  Blue  Cross  & 
Blue  Shield  of  Rhode  Island  via  cer- 
tified mail,  return  receipt  requested, 
as  soon  as  possible  after  receipt. 

Profiles  must  be  received  at  the  Blues 
offices  by  March  31  so  that  physicians' 
charges  are  accurately  reflected  in 
the  rate  proposal  submitted  to  the 
Department  of  Business  Regulation. 

• If  you  do  not  receive  an  acknowledg- 
ment from  Blue  Shield  within  ten  days, 
you  should  call  the  Office  of  Profes- 
sional Relations  (401/272-8500)  to 
make  certain  that  it  has  been  re- 
ceived . 

A copy  of  the  Blue  Cross  & Blue  Shield 
publication,  How-To , is  available  upon 
request  from  the  Office  of  Professional 
Relations,  444  Westminster  Mall,  Provi- 
dence, Rhode  Island  02901.  It  addresses 
many  of  the  questions  physicians  and 
their  office  staffs  may  have  concerning 
reimbursement  programs . 


MORE  ON  DRGS  . . . 

As  reported  in  the  May  1984  Practice 
Management  Question  of  the  Month  on 
diagnosis-group  based  reimbursement, 
physicians  must  certify  that  the  prin- 
cipal and  secondary  diagnoses  and 
procedures  listed  in  the  record  are 
accurate.  It  also  warms  that  inten- 
tional misrepresentation  or  fraud 
is  "punishable  by  imprisonment,  fine, 
or  civil  penalties."  The  AMA  has 
requested  a meeting  with  the  Health 
Care  Financing  Administration  over 
the  wording.  At  least  five  state 
medical  societies  have  submitted  re- 
solutions objecting  to  the  require- 
ment for  the  consideration  of  the  AMA 
House  of  Delegates  at  its  June  meet- 
ing. At  the  request  of  the  medical 
staff  of  South  County  Hospital,  the 
RIMS  Council  will  examine  the  issue. 
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TlHERADEUTiC 
SERVICES  |NC 

PHYSICAL  THERAPY 
OCCUPATIONAL  THERAPY 

We  provide  comprehensive  therapy  delivered  by  qual- 
ified, licensed  professionals  within  a community  atmos- 
phere. 

Therapy  Services  are  provided  in  the  following  areas: 

Orthopedics  Pediatrics 

Neurological  Obstetric 

Pulmonary  Sports  Medicine 

Our  concept  of  rehabilitation  is  patient  centered  with  the 
patient’s  physician  as  medical  director.  We  meet  the 
goals  of  the  physician  and  patient  in  the  most  efficient 
manner  utilizing  the  most  modern  equipment  available. 

Medicare,  Blue  Cross,  Workers  Compensation  Insur- 
ance accepted. 

For  more  information,  contact  Stanley  F.  Pora,  M.Ed., 
PT. 

482  A BROADWAY  • PAWUCKET,  Rl  02860 
401-725-4787 


ADAMS, 
DeCAPORALE 
& ANTONIO 

ATTORNEYS  AT  LAW 


General  Law  Practice 
Medical  Collections 


1 44  Waterman  Street 
Providence,  Rhode  Island 
401/421-1364 


SUITES  AVAILABLE 
East  Bay 
Medical  Building 
250  Wampanoag  Trail 
East  Providence 


COMPLETE  X-RAY,  ULTRASOUND,  AND  LABORATORY  SERVICES 
EASILY  ACCESSIBLE  FROM  ALL  HIGHWAYS 

SHORT  DISTANCE  TO  ALL  GREATER  PROVIDENCE  AND  PAWTUCKET  HOSPITALS 
NEW  BUILDING  WITH  SPACIOUS  AND  EFFICIENT  OFFICES 
AMPLE  PARKING 

For  further  information,  please  call: 

401/434-5432  or  438-1010 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  'by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAmJB  X-My  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.i.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.I.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence,  R.I.  Providence,  R.I.  Providence,  R.I.  Woonsocket,  R.I. 

331-3996  331-3996  273-0450  766-4224 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 


S^^idoociz/ed 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 


An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis* 


8rlel  Summary  Consult  the  package  literature  For  prescribing 
Information 

Indications  and  Usage  Cecior*  (cefaclor,  Lilly)  is  indicated  m the 
rreatment  ot  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniee  (Diplococcus  pneumoniae] , Haemophilus 
intiuervae.  and  5 pyogenes  (group  A beta-hemotytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
WamiBOS.  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY  OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  in  patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  clostndia  Studies 
indicate  that  a toxin  produced  by  Closiripium  ijitficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bactenoiogic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions  General  Precautions— \i  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antigiobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs'  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs'  lest  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  tor 
Qlucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehling’s  solutions  and  also  with  Climtest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP,  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy — Pregnancy  Category  B— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Afof/iers— Small  amounts  of  Ceclor  have  been  detected  m 
mother’s  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21 , and  0 16  mcg/ml  at  two,  three, 
lour,  and  five  hours  respectively  Trace  amounts  were  detected  at  one 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  K influenzae,  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.’’ 


cefcdor 


Pulvules®,  250  and  500  mg 


hour  The  eftect  on  nursing  infants  IS  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor,  Lilly]  is  administered  to  a nursing 
woman 

Usage  in  C/iz/dren— Safety  and  effectiveness  of  this  product  lor  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  m 70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs’  tests  each  occur  in  less  than  1 in  200 
patients  Cases  ot  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a lew  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  ot  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 
occurred  in  patients  with  a history  ot  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  test  results  have  been  reported  Although  they  were  ot 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic — Slight  elevations  of  SGOT.  S6PT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hematopoietic — Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40) 

ftena/— Slight  elevations  m BUN  or  serum  creatinine  (less  than  1 in 
SCO)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  ot  H influenzae* 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  ot 
rheumatic  fever  See  prescribing  information 
References 
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Blackstone 
Surgical 
Center,  Inc- 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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significant  changes  in  the  tort  system  when  the  Rhode  Island  General  Assembly  reconvenes  next  January.  For  more  on  this 
problem,  see  page  267. 

265 


June,  1984  — \’ol.  ()7 


li 


MASTER 

HEALTH 

Ocean  State 
Master  Hearth  Plan,  Inc. 

339  Eddy  Street 
Providence,  Rl  02903 


(401)  273-7050 


JUNE  1984 


MASTER  HEALTH 
UPDATE 


OCEAN  STATE  MASTER  HEALTH  PLAN,  INC. 


NEW  PROVIDERS 

Applications  have  recently  been  received  by 
the  following  providers: 

PHYSICIANS 

Albert  Ackil,  M.D. 

Lorand  R.  Brown,  M.D. 

Stephen  D.  Deutsch,  M.D. 

Joseph  R.  Gaeta,  M.D. 

Alvin  G.  Gendreau,  M.D. 

George  jacewicz,  M.D. 

Charles  S.  Kelly,  M.D. 

Henry  Litchman,  M.D. 

Mehrdad  Motamed,  M.D. 
j.  Douglas  Nisbet,  M.D. 

Alan  Perl,  M.D. 

Paul  W.  Roderick,  M.D. 

Thomas  A.  Vest,  M.D. 

PHARMACIES 

Earnshaw  Drug,  Inc. 

Foster  Pharmacy 
Golini  Drug,  Inc. 

Lee’s  Pharmacy 
Rite-Aid  Pharmacy 
Simpson’s  Pharmacy 

ADVERTISING  CAMPAIGN  INITIATED 

An  extensive  advertising  campaign  is  currently 
underway  by  OSMHP  on  both  radio  and 
television.  This  surge  of  advertising  coincides 
with  major  enrollment  activities  with  the  State 
of  Rhode  Island  for  their  20,000  employees 
and  large  corporations  such  as  C.D.  Burnes, 
Hasbro  Industries  and  Bryant  College. 


NEW  GROUPS 

Boston  Digital  Corp. 

Bryant  College 
C.D.  Burnes 
Chaves  Gardens 
Ciba-Geigy  Corp. 

Cooke  Realty  Company 
East  Greenwich 

Chamber  of  Commerce 
Freeborn  Electric 
Hasbro  Industries 
Lindberg  Office  Supply 
May  Systems,  Inc. 

Northeast  Polydyne,  Inc. 

Providence  Picture  Frame 
State  of  Rhode  Island 
Triangle  Transport  Company,  Inc. 
Turnquist  Lumber  Co.,  Inc. 

United  Way  of  Southeastern 
New  England 

MARKETING  UPDATE 

Enrollment  has  shown  another  30% 
increase  in  the  month  of  May.  Current 
enrollment  is  at  3965,  up  from  1781  on 
January  1, 1984  - a 120%  increase! 

AFFILIATION  INFORMATION 

Please  contact  our  Provider  Relations 
Department  at  273-7050  for  further 
information. 
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EDITORIALS 


Is  the  Autopsy  Regaining  Respectability? 


The  postmortem  examination  contributed 
mightily  to  the  advance  of  medical  knowledge 
during  the  nineteenth  century  and  the  early  dec- 
ades of  the  twentieth.  Its  educational  value  was 
brilliantly  demonstrated  by  the  likes  of  Richard 
Cabot  and  his  peers  who  developed  the  clinical- 
pathological  conference  (CPC).  The  CPCs  of  the 
Massachusetts  Ceneral  Hospital,  after  three 
quarters  of  a century,  are  still  an  attracti\e  and 
rewarding  feature  of  our  eminent  contemporary, 
the  New  England  Journal  of  Medicine.  Despite  its 
proven  value  in  the  advancement  of  medical  sci- 
ence, the  autopsy  has  been  de-emphasized  over 
the  past  twenty-five  years  at  leading  academic 
medical  centers  throughout  the  United  States. 
The  minimum  autopsy  rate  of  twenty  per  cent 
was,  in  a burst  of  questionable  wisdom,  elimi- 
nated by  the  Joint  Commission  on  the  Accredita- 
tion of  Hospitals  (JCAH)  in  the  early  19b()s  as  an 
accreditation  requirement.  I he  auto))sy  rate  had 
exceeded  50  j^er  cent  in  some  teaching  hospitals. 
As  a result  of  the  new  climate,  hospitals  are  now 
much  less  aggressive  in  urging  house  and  attend- 
ing staffs  to  re(|uest  ])ermission  for  autopsies. 

Phis  changed  attitude  was  jiartlv  a result  of 
waning  enthusiasm  on  the  part  of  pathologists  f or 
this  extra  burden  iq^on  their  busv  schedules  and 
paitly  a result  of  hospital  administrators’  en- 
deavors to  reduce  overhead  costs.  With  the 
burgeoning  of  technological  breaktlnoughs  in  di- 
agnostic procediu  es,  clinicians  came  to  feel  a less- 
ening pressure  to  sharjjen  their  skills  in  hands-on 
clinical  diagnosis.  I he  answer  too  often  was  “ob- 
vious” from  the  workuj),  surgery,  or  diagnostic 
studies  dining  the  unfolding  of  the  case.  Doctor 
.Stephen  A.  Celler  of  .Mount  Sinai  Hospital  of 
New  \'ork,  writing  in  the  Scientific  American,  ex- 
plains that  many  jihysiiians  feel  that  modern 
medical  technologies  jiiovide  moie  than  ade- 
(|uate  information  regaiding  the  causes  of  ,i  pa- 


tient’s illness.  It  is  a fact,  however,  that  studies  at 
major  medical  centers  reveal  discrepancy  rates  of 
up  to  4(J  per  cent  between  clinical  and  autopsy 
diagnoses  of  causes  of  death.  Geller  concedes  that 
even  at  Mount  Sinai  during  the  past  decade  the 
discrepancy  rate  has  been  estimated  to  amount  to 
fifteen  to  twenty  per  cent. 

Geller  has  set  forth  several  ways  in  which  au- 
topsies may  j^rovide  invaluable  medical  informa- 
tion. They  offer  a rich  source  of  material  for 
research.  The  cardiotoxic  ef  fects  of  Adriamycin® 
were  first  demonstrated  through  autopsy  mate- 
rial. Postmortem  examination  of  oncology  j^a- 
tients  provides  significant  information  concern- 
ing the  pathophysiologic  effects  of  chemother- 
apy. Two  recent  clinical  entities.  Legionnaire’s 
disease  and  toxic  shock  syndrome,  have  been 
elucidated  largely  through  autopsy  studies. 
Other  recent  entities  have  been  asbestosis, 
mesotheliomia,  pneumocystosis,  adult  respira- 
tory distress  synclrome,  disseminated  intravascu- 
lar coagulopathy,  angioimmunoblastic  lym- 
phadeno])athy,  and  multifocal  leukoence])ha- 
lopathy.  Most  recentiv,  autopsy  studies  have  led 
to  the  identification  of  the  acquired  immune  de- 
ficiency svndrome  (AIDS).  Ihe  postmortem 
materials  from  the  “bubble  bov”  promise  to  re- 
veal many  further  strange  and  illuminating  facts 
concerning  immune  deficiency  . 

Recently  auto])sy  studies  of  Alzheimer’s  disease 
and  related  .senile  disoixlers  have  been  organized 
on  a national  scale.  I he  Alzheimer’s  Disease  and 
Related  Disorders  Association  (.ADRD.A)  has 
established  an  autoj)sv  netwoi  k to  proy  ide  scien- 
tists with  brain  tissue  for  researcb.  .\utoj)sy  mate- 
rial, for  example,  has  indicated  a (uiious  link 
between  .Mzheimer’s  disease  and  Down’s  syn- 
drome. ;\  decline  in  the  autopsy  rate  has  ius])ii  ed 
a series  of  letters  to  the  Journal  of  the  .American 
Medical  As.sociation  legarding  the  possible  distor- 
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tion  of  statistics  related  to  the  declining  incidence 
of  myocardial  infarction. 

It  is  encouraging  to  observe  this  renewed  in- 
terest in  autopsies,  and  the  JCAH  has  been  urged 
in  some  quarters  to  restore  a minimum  require- 
ment. 

There  are,  however,  influences  working 
against  this  trend.  The  poor  attendance  of  house 
and  visiting  staffs  to  the  postmortem  room  and 
the  apparent  indifference  of  some  pathologists 
are  limiting  factors,  although  autopsies  are  im- 
portant educational  exercises  for  pathology  resi- 
dents. An  autopsy  is  said  to  cost  the  hospital  about 
$1,000.  This  is  an  overhead  factor  that  most  hos- 
pital administrators  would  gladly  avoid,  especial- 


ly in  this  day  of  DRGs  and  other  cost  restraints.  It 
has  been  said  that  death  is  the  ultimate  economy 
in  health  care.  Superimposing  a postmortem  ex- 
amination does  indeed  sacrifice  some  of  this  sav- 
ing. 

As  Geller  has  pointed  out,  however,  the  autop- 
sy is  above  all  a learning  experience.  Through  it, 
he  states,  “we  can  know  the  effects  of  our  ther- 
apeutic efforts  on  the  progress  of  disease  and  we 
can  identify  our  failures  in  diagnosis”  — an  in- 
valuable educational  device  for  visiting  staff,  resi- 
dents, and  medical  students  alike.  It  is  important 
that  even’  effort  be  made  to  obtain  autopsies  and 
that  the  continuing  decline  in  their  numbers  be 
reversed. 


Seebert  J.  Goldowsky,  Ml) 
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Congress  to  Consider  Malpractice  Reform  Legislation 


Although  the  federal  government  traditionally 
has  delegated  the  responsibility  for  insurance- 
related  issues  to  state  legislatures  and  local  courts, 
there  are  positive  indications  that  this  “hands- 
off’  approach  to  malpractice  insurance  may 
change  in  the  near  future.  Representatives  Hen- 
son Moore  (R,  Louisiana)  and  Richard  Gephardt 
(1),  Missouri)  recently  introduced  a proposal 
which  would  radically  change  the  way  malprac- 
tice claims  are  handled. 

Drafted  byjeffrey  O’Connell,  a recognized  au- 
thority on  no-fault  automobile  insurance  from 
the  University  of  Virginia,  the  Moore-Gephardt 
bill  would  apply  a modified  “no-fault”  approach 
to  patient  care  paid  for  bv  the  federal  govern- 
ment. These  patients  include  Medicare  benefi- 
ciaries, Medicaid  recipients,  military  personnel, 
veterans,  and  federal  employees.  The  Alternative 
Medical  Liability  Act,  as  the  bill  is  formally 
known,  would  allow  the  provider  to  offer  a settle- 
ment within  six  months  of  the  occurrence  of  the 
alleged  incident.  The  settlement  is  to  include  pay- 
ment for  such  “net  economic  losses”  as  out-of- 
pocket  expenses,  reasonable  legal  charges,  the 


costs  of  medical  care,  lost  wages,  and  rehabilita- 
tion expenses.  Once  the  offer  had  been  made,  the 
patient  would  forfeit  all  rights  to  judicial  review 
except  to  dispute  the  appropriateness  of  the  set- 
tlement on  economic  grounds.  There  would  be 
no  provision  for  punitive  damages  or  awards  for 
“pain  and  suffering.” 

If  no  settlement  offer  is  made,  the  case  would 
be  adjudicated  under  the  current  tort  system. 
The  patient  would  have  full  access  to  the  courts 
and  could  seek  punitive  damages  in  addition  to 
an  award  for  economic  losses.  While  an  earlier 
draft  of  the  bill  transferred  the  burden  of  proof 
to  the  defendant,  the  current  proposal  leaves  it 
with  the  plaintiff. 

The  bill  gives  the  individual  states  the  option  of 
establishing  their  own  liability  systems  as  long  as 
the  federal  criteria  are  satisfied.  Only  those  states 
which  had  not  acted  by  January  1,  1987  would  be 
subject  to  its  provisions.  In  a Washington,  DC 
press  conference  held  last  month,  Henson  and 
Gephardt  said  that  this  stipulation  should  en- 
courage the  states  to  exceed  federal  requirements 
by  applying  the  system  to  all  patients  and  not  only 
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to  federal  beneficiaries. 

At  the  same  jiress  conference,  the  sponsors  also 
emphasized  the  skyrocketing  costs  of  the  mal- 
practice crisis.  While  no  conclusive  figures  are 
available,  a 1983  study  by  the  American  Medical 
Association  reports  that  the  total  bill  for  malprac- 
' tice  premiums  of  the  nation’s  physicians,  their 
skilled  employees,  and  hospitals  last  year  reached 
an  estimated  $3.5  billion.  Not  included  in  this 
figure  is  the  estimated  price  tag  for  “defensive 
medicine”  and  other  indirect  costs  associated  with 
jjrofessional  liability.  Some  experts  have  claimed 
that  these  indirect  expenses  may  be  responsible 
for  as  much  as  30  per  cent,  or  more  than  $100 
billion,  of  the  total  health  care  expenditures  in 
the  United  States  per  year.  According  to  one 
AMA  survey,  more  than  40  per  cent  of  all  physi- 
cians in  1981  ordered  additional  diagnostic  tests 
and  27  per  cent  performed  therapeutic  proce- 
dures solely  to  protect  themselves  against  poten- 
tial claims.  Moore  and  Gephardt  conceded  that  it 
was  impossible  to  project  the  savings,  if  any,  that 
would  result  from  their  proposal.  Although  legal 
and  administrative  costs  would  remain,  the  con- 
gressmen maintain  that  the  determination  of  an 
economic  loss  is  much  less  costly  than  assigning  a 
dollar  figure  to  the  emotionally-charged  concept 

Wendy  ).  Smith 


IN  MEMORIAM 


Melvin  D.  Hoffman,  MD  (1925-1984) 

I he  I’ublications  (amimittee  of  the  Rhode  Island 
Medical  Society  and  the  Editorial  Board  and  Edi- 
tors of  the  Rhode  Island  Medical  Journal  wish  to 
express  their  sorrow  at  the  recent  passing  of  Doc- 
tor Mehin  1).  Hoffman. 

Doctor  Hoffman  served  in  the  U-S  Marine 
Corjis  during  World  War  11.  Maintaining  a life- 
long interest  in  the  Boy  Scouts,  he  was  the  medi- 
cal director  of  (lamp  \’awgoog  until  his  death.  He 
also  was  actively  involved  in  many  community 
organizations  and  was  a p>’..t  chairman  of  the 
Interagency  Gouncil  on  Smoking  of  Rhode  Is- 
land. 

Eong  active  in  the  Society,  Doctor  Hoffman 


of  “pain  and  suf  f ering.” 

The  proposal  also  has  been  subjected  to  other 
criticisms.  Some  have  questioned  the  fairness  and 
ultimate  constitutionality  of  a system  which  sin- 
gles out  one  group  of  patients,  ie,  federal  benefi- 
ciaries. Other  critics  maintain  that  patients  legally 
cannot  be  forced  to  give  up  their  right  to  sue. 
Over  the  past  decade,  they  contend,  the  courts 
have  struck  down  similar  legislative  reforms,  in- 
cluding such  innovations  as  arbitration  panels, 
limitations  on  awards  for  “pain  and  suffering,” 
and  caps  on  the  total  award  size. 

Despite  these  criticisms,  the  bill  should  be  re- 
garded as  an  encouraging  sign  that  officials  on 
the  federal  level  are  beginning  to  recognize  the 
pervasive  and  devastating  impact  of  the  malprac- 
tice crisis.  Hearings  on  the  Moore-Gepharclt  bill 
have  been  scheduled  for  later  this  year  before  the 
US  House  Ways  and  Means  Committee,  and 
Senator  Daniel  Inouye  (D,  Hawaii)  has  intro- 
duced legislation  whiclt  would  establish  screening 
panels.  Wdiile  no  federal  action  on  the  malprac- 
tice problem  is  expected  this  year,  the  respected 
Washington  Report  on  Medicine  and  Health  recently 
])redicted  that  malpractice  reform  legislation 
may  well  become  a “priority  item  on  the  1985 
Congressional  agenda.” 


served  as  jjiesident  during  1982-1983.  At  the 
time  of  his  death,  he  was  a member  of  the  RIMS 
Executive  Committee  and  chairman  of  the 
Mediation  Committee,  a member  of  the  Rhode 
Island  Boaid  of  Medical  Review,  and  a repre- 
sentative to  the  AMA’s  Health  Policy  Agenda  for 
the  Amei  ican  Peoj)le  Committee.  One  of  his  most 
significant  accomplishments  on  behalf  of  the 
Rhode  Island  Medical  Societv  was  his  spearhead- 
ing the  recently-published  Guide  to  Physician  Ser- 
vices. 

Doctor  Hoffman  will  be  remembered  with  re- 
spect and  affection.  We  shall  miss  him  greatly. 
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The  Trustees  of  the  Fiske  Fund  of  the  Rhode  Island 
Medical  Society  are  pleased  to  announce  the 

FISKE  PRIZE  FOR  1984 

to  be  awarded  for  an  original  contribution  on 

"A  Current  Technological  Innovation 
and  Its  Impact  on  Medicine" 

The  award  is  named  after  Caleb  Fiske  (1753-1834),  who  was  a 
Rhode  Island  physician  and  judge,  Army  surgeon,  and  a descen- 
dant of  Roger  Williams.  Since  the  prize  was  initiated  in  1836,  86 
awards  have  been  made  for  original  contributions.  Previous 
recipients  include  Charles  V.  Chapin,  Providence,  interna- 
tionally known  for  his  research  on  public  health;  David  King,  Jr., 
Newport  who  received  the  award  in  1836  for  his  paper  on  "Pur- 
pura Haemorrhagica:  Its  Causes  and  Treatment";  and  Alton 
Oschner,  New  Orleans,  who  received  the  1958  award  for  his 
paper  entitled  "Bronchogenic  Carcinoma:  Predisposing 
Causes." 

The  award  for  the  1984  Fiske  Prize  will  be  a maximum  of  $2,500. 

The  Trustees  reserve  the  right  to  award  one  or  more  prizes.  The 
competition  is  not  restricted  to  physicians. 

Guidelines: 

1)  The  original  and  one  copy  must  be  submitted  by  August  15,  1984  to  Marion 
Sabella,  Secretary,  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society, 

106  Francis  Street,  Providence,  Rhode  Island  02903. 

2)  All  papers  must  be  double-spaced  and  should  not  exceed  10,000  words. 

3)  The  award  recipient  must  transfer  copyright  privileges  to  the  Trustees  of 
the  Caleb  Fiske  Fund  of  the  Rhode  Island  Medical  Society.  The  paper  will 
be  considered  for  publication  in  the  Rhode  Island  Medical  Journal,  subject 
to  review  by  the  Editorial  Board. 
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The  Business  of  Medicine 

I 


Physicians  of  Rhode  Island,  and  indeed  of  the 
entire  United  States,  are  rapidly  transferring 
their  attention  from  the  practice  of  medicine  to  the 
business  of  medicine.  No  longer  is  the  major  topic  of 
discussion  an  interesting  medical  case  or  a diffi- 
cult diagnostic  dilemma  — rather,  it  has  become 
the  increasing  costs  of  insurance,  problems  with 
reimbursement,  competitive  practice  modes,  and 
the  ever-mounting  inroads  by  non-j)hysician 
health  care  providers  who  demand  their  “share” 
of  the  third-party  dollar. 

What  are  we  to  do?  Obviously,  there  has  to  be  a 
serious  change  in  the  jihysician’s  posture  and  the 
medical  society’s  management  of  the  issues. 
Strategies  must  change.  We  will  have  to  adopt  the 
methods  of  the  business  world.  Research  and  de- 
velopment, marketing,  political  imolvement, 
public  opinion  survevs,  exjDosure  through  the 
press,  radio  and  T\’,  and  all  the  tools  of  American 
business  must  be  evaluated  and  imj^lemented. 

It  is  clear  that  this  approach  will  be  expensive. 
Physicians  in  Florida  have  contributed  $500  each 
(in  addition  to  regular  dues)  to  place  the  medical 
liability  problem  before  that  state’s  residents  in  an 
election  referendum  to  be  held  in  November. 
Physicians  in  Texas  spent  $2,000  each  over  a 


Paul  J.  M.  Healey,  MD 


period  of  three  years  to  conduct  the  business  of 
medicine. 

If  we  are  to  learn  from  our  jjast  successes,  and 
there  have  been  painfullv  few,  we  cannot  afford 
to  do  less.  Hi 
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AMA 

Hospital  Medical  Staff 
Members: 


Strengthen  Your  Role  in  Decision  Making . . . 
Influence  AMA  Policy! 


The  AMA  Hospital  Medical  Staff  Section 
Third  Assembly  Meeting 
June  14-18, 1984  / Chicago,  lilinois 


As  a hospital  medical  staff  representative,  you  should  plan  now  to  attend  this 
four-day  AMA  Hospital  Medical  Staff  Section  Assembly  Meeting.  You  will 
have  an  opportunity  to  contribute  to  the  decision-making  process  and 
participate  in  developing  policy  that  will  address  the  issues  and  concerns  of 
physicians  on  hospital  staffs. 

The  AMA  Hospital  Medical  Staff  Section  provides  representatives  from 
hospital  medical  staffs  with  a forum  to  discuss  common  problems  and 
changes  in  physician-hospital  relations,  and  a direct  voice  in  policies  being 
considered  by  the  American  Medical  Association. 

Group  sessions  are  conducted  on  various  topics  of  interest  to  hospital  and 
medical  staff  members.  Presentations  include  such  topics  as:  credentialing, 
hospital  contractual  relations,  and  overall  relationships  between  physicians 
and  hospitals. 


Here’s  your  opportunity  to  effect  change. 
For  information  contact 
the  AMA  Department  of 
Hospital  Medical  Staff  Services  at 
(312)  645-4747  or  (312)  645-4753 
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COMMENTARY 


Maybe  You  Can  Strike  Back 


Thomas  D.  Gidley,  LLB 


The  proliferation  of  seemingly  groundless  mal- 
practice suits  in  recent  years  has  prompted  many 
physicians  to  ask,  “Can  I strike  back  by  suing  the 
plaintiff  or  his  attorney?”  Because  the  Rhode  Is- 
land Supreme  Court  has  not  ruled  specifically  on 
the  issue  of  countersuits  by  physicians,  the  answer 
to  this  question  has  not  been  clear.  However,  a 
recent  decision  of  the  Rhode  Island  Supreme 
Court,  Salvadore  v Major  Electric  Cif  Supply,  Inc,^ 
which  did  not  involve  a physician,  indicates  that 
the  answer  may  be  affirmative  for  physicians 
asking  about  countersuits. 

In  the  Salvadore  case,  the  plaintiff  alleged  mali- 
cious prosecution  and  civil  conspiracy  stemming 
from  the  filing  of  four  civil  suits  against  him, 
three  of  which  were  terminated  in  his  favor.  The 
defendants  in  the  countersuit  included  the  four 
parties  who  had  sued  Salvadore  and  their  attor- 
neys. In  an  amended  complaint,  the  plaintiff 
claimed  that  the  lawyers  had  “ ‘acted  in  concert’ 
with  their  clients  in  bringing  the  ‘wholly  baseless’ 
civil  actions”  against  him.  The  Superior  Court 
granted  a summary  judgment  for  the  defend- 
ants, and  Salvadore  appealed  the  ruling. 

The  Rhode  Island  Supreme  Court  reversed 
the  decision,  saying: 

.As  we  read  the  amended  complaint,  we  conclude  that  it  was 
legally  sufficient  to  withstand  a motion  to  dismiss  under  Rule 
12(b)(6).  The  plaintiff  alleged  that  each  prior  proceeding  was 
instituted  maliciously  and  without  probable  cause  and  that 
three  of  the  prior  proceedings  resulted  in  judgments,  not  settle- 
ments, in  his  favor. ^ 

.-\s  this  language  makes  clear,  a countersuit  by  a 
defendant  in  a civil  case  will  succeed  if  the  case  is 
not  settled  and  is  terminated  by  the  court  in  favor 
of  the  defendant,  and  if  the  defendant,  acting  as  a 
plaintiff  in  a countersuit,  can  prove  that  the  orig- 

Ihomas  D.  Gidley,  LLB,  Partner,  Hinckley  Allen, 
Providence,  Rhode  Island.  Air.  Gidley  is  chairman  of 
the  liaison  committee  between  the  Rhode  Island  Medical 
Society  and  the  Rhode  Island  Bar  Association.  He  also 
serves  as  (Jiairrnan,  Medical-Legal  Gommittee,  Rhode 
Island  Bar  Association. 


inal  civil  suit  “was  instituted  maliciously  and  with- 
out probable  cause.”  Although  the  court  did  not 
specifically  deal  with  countersuits  by  physicians, 
the  implication  of  Salvadore  is  clear.  The  plaintiff 
who  sues  a physician  in  a malpractice  case  mali- 
ciously and  without  probable  cause  is  vulnerable 
to  a countersuit  if  the  physician  wins  the  malprac- 
tice case. 

The  status  of  the  plaintiffs  lawyer  in  a baseless 
malpractice  suit  is  not  made  clear  by  Salvadore. 
The  lawyer/defendants  in  the  Salvadore  counter- 
suit argued  before  the  Rhode  Island  Supreme 
Court  that  they  could  not  be  sued  for  malicious 
prosecution  because  they  were  merely  agents 
acting  for  the  disclosed  principals,  their  clients. 
Because  the  lawyers  had  not  raised  this  issue  in 
the  Superior  Court,  however,  the  Rhode  Island 
Supreme  Court  would  not  consider  it.  As  a result, 
the  problem  remains  unresolved. 

The  Salvadore  case  should  be  seen  as  a warning 
to  plaintiffs  who  would  institute  baseless  malprac- 
tice suits.  While  the  Supreme  Court  ruling  does 
not  mean  that  Salvadore  automatically  will  win 
the  countersuit,  it  does  provide  him  with  the 
opportunity  to  try  to  prove  to  a jury  that  he  was 
harmed  by  the  institution  of  groundless  civil  suits 
against  him.  Although  the  court  expressly  re- 
frained from  deciding  the  status  of  the  lawyer 
defendants  in  the  Salvadore  case,  lawyers  who  are 
asked  to  file  obviously  weak  civil  sutis  on  behalf  of 
their  clients  should  be  aware  that  countersuits 
against  them  have  not  been  ruled  to  be  beyond 
the  pale  in  Rhode  Island.  There  is  thus  hope  for 
physicians  who  are  sued  in  frivolous  malpractice 
cases.  If  the  physician  refuses  to  permit  a settle- 
ment and  has  the  patience  and  fortitude  to  see  the 
suit  through  to  victory,  the  Salvadore  case  should 
provide  a strong  legal  basis  for  a countersuit. 
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Employee  Leasing  Works . . . 


Employee  leasing  is  recognized  with  a “safe  harbor”  provision  of  TEFRA  flax 
Equity  & Rscal  Responsibility  Act)  recently  approved  by  Congress.  TEFRA  allows 
you  the  luxury  of  running  your  business  without  “employees.” 

This  enables  you  to  become  the  sole  participant  of  your  tax  deferred  pension 
and  medical  reimbursement  plan,  and  gain  tax  advantages  available  only  to  single 
employee  businesses. 


• STABLE  WORK  FORCE 

• NO  REPORTING  DUTIES 

• BETTER  BENEFITS 

• LOW  COST  BENEFITS 

• PERSONNEL  SERVICES 

• REDUCED  ADMINISTRATION  COSTS 

• TAX  INCENTIVE  WITH  OWNER’S  PENSION  PLAN 

• INCREASED  MORALE  AND  LOYAOY 

• FOCUS  ON  RUNNING  BUSINESS,  NOT  ADMINISTRATION 

• REDUCED  EMPLOYEE  LIABILITY 


Employee  Leasing  Company,  Inc, 


401/941-4020  • 674  Elmwood  Avenue  • Providence,  RI  02907 


For  You, 

Your  Staff,  and 
Your  Business 


\ 


lAX  ADVANTAGES 
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Professional  Liability: 

The  Crisis  of  the  1980s 

Tort  Reform  and  Consumer-Purchased  “Maloccurrence”  Insurance  Offer 
the  Most  Promise 

Barry  M.  Manuel,  MD 


Although  many  problems  currently  face  physi- 
cians, none  has  a greater  potential  to  harm  the 
individual  doctor  than  does  professional  liability. 

The  Crisis  of  the  1970s 

While  the  word  “malpractice”  has  always  con- 
jured up  negative  feelings  among  physicians,  it 
was  not  until  1974-1975  that  it  began  to  affect 
medical  practice  in  a significant  way.  At  that  time, 
a crisis  of  availability  of  professional  liability  in- 
surance occurred.  Although  a serious  increase  in 
the  frequency  and  severity  of  claims  had  actually 
started  earlier  in  the  decade,  this  disturbing  new 
trend  was  not  recognized  by  insurance  actuaries 
until  1974.  The  result  was  a sudden  and  severe 
upward  adjustment  of  rates  and,  in  many  cases, 
the  termination  of  the  product  line  by  insurance 
companies.  Nationally,  the  number  of  companies 
offering  professional  liability  insurance  de- 
creased from  39  to  eight.  When  insurance  was 
available,  the  premiums  often  were  prohibitively 
expensive. 

Because  of  this  situation,  more  than  300  stat- 
utes were  passed  by  state  legislatures  throughout 
the  country.  Some  of  the  common  features  of  this 
legislation  included:  establishment  of  joint 
underwriting  associations  in  35  states  to  guaran- 
tee availability  of  insurance;  establishment  of 
screening  or  arbitration  panels  to  eliminate  non- 
meritorious  claims;  elimination  of  ad  damnum 
clauses;  reduction  of  statutes  of  limitations; 
limitation  of  physician  liability  (“capjjing”); 
limitation  of  legal  fees;  creation  of  study  commis- 
sions; improvement  of  tort  laws;  develojjment  of 
self-insurance  jjlans  (physician  mutual  com- 
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panics)  and  state  insurance  funds;  and  imple- 
mentation of  collateral  source  rules. 

While  these  legislative  changes  have  provided 
some  relief,  it  has  proved  to  be  temporary.  The 
National  Association  of  Insurance  (^iommission- 
ers,  in  a study  covering  the  period  July  1975 
through  December  1978,  found  a significant  in- 
crease in  the  frequency  and  severity  of  awards. 
The  average  award  increased  70  per  cent  and  the 
cost  of  defending  malpractice  suits  rose  by  73  per 
cent.  The  average  indemnity  for  verv  serious  but 
non-fatal  injuries  increased  from  $213,000  to 
$349,000.  Awards  of  $1  million  or  greater  more 
than  quadrupled.*  The  latest  figures  available 
from  Jury  \"erdict  Research,  Inc  indicate  that  this 
trend  is  continuing  at  an  alarming  rate,  with  the 
average  award  for  serious  but  nonfatal  injuries 
climbing  to  $840,396.*^ 

Some  of  the  more  obvious  reasons  for  this  crisis 
are  readily  apparent.  Defense  attorneys  and  in- 
surance companies  are  beginning  to  question  the 
effectiveness  of  malpractice  screening  panels. 
These  panels  have  been  found  to  be  unconstitu- 
tional in  Florida,  Illinois,  and  Missouri.  The  leg- 
islation authorizing  their  activities  has  been  re- 
pealed in  Nevada,  North  Dakota,  and  Rhode  Is- 
land, primarily  because  the  review  was  thought  to 
undermine  the  right  of  judicial  access.  More 
claims  are  going  to  trial,  and  court  cases  are  usual- 
ly more  expensive  to  settle. 

Lawyers  have  discovered  the  fertile  field  of 
birth  defects  and  the  enormous  awards  associated 
with  them.  In  cases  of  def  ective  births,  there  is  an 
increasing  tendency  for  the  courts  to  assign  liabil- 
ity to  obstetricians.  Fhe  awards  stemming  from 
these  cases  are  intended  to  provide  lifetime  com- 
pensation for  the  injured  infant.  .Moreo\er,  there 
is  increased  j)ublicitv  concerning  large  settle- 
ments. 
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There  are  larger  assessments  of  punitive  dam- 
ages. Physician-instigated  countersuits  have  been 
overturned  by  many  state  superior  courts,  and 
the  United  States  Supreme  Court  has  refused  to 
adjudicate  any  of  the  appeals. 

Attorneys  are  becoming  more  sophisticated 
and  specialized.  As  an  example,  a neurosurgeon 
who  completed  legal  training  now  specializes  as  a 
plaintiffs’  attorney  in  children  who  have  suffered 
brain  damage  at  birth.  In  addition,  professional 
plaintiffs’  physicians  have  become  more  numer- 
ous and  more  effective. 

Magnitude  of  the  Problem 

To  understand  the  magnitude  of  the  problem,  we 
must  determine  whether  all  cases  of  malpractice 
are  being  litigated. 

The  California  Medical  Association  performed 
a medical  insurance  feasibility  study  in  which 
20,864  patient  charts  from  23  representative  hos- 
pitals in  California  were  surveyed.'^  Some  970 
potentially  compensable  events  were  discovered, 
or  4.65  per  cent  of  the  total  sample.  Of  these  970 
cases,  9.7  per  cent  resulted  in  death  and  3.8  per 
cent  were  associated  with  permanent  functional 
disabilities.  The  statistical  extrapolation  of 
occurrences  from  the  sample  to  the  statewide 
hospitalized  population  produced  sizable  results 
as  there  were  140,000  cases  of  potentially  com- 
pensable events. 

The  study  revealed,  however,  that  legal  action 
was  rarely  instigated  and  then  apparently  on  a 
pure  chance  basis.  This  would  certainly  seem  to 
indicate  that  a great  reservoir  for  future  suits 
exists.  To  confirm  the  gravity  of  the  current 
trend,  ihe  Medical  Liability  Monitor  recently  noted: 

.A.  M.  Best  Company  said  that  medical  malpractice  insurance  is 
in  serious  trouble  once  again.  The  adequacy  of  rates  and  under- 
writing requirements  of  specialty  malpractice  insurance  com- 
panies that  were  begun  during  the  1970s  are  now  being  evalu- 
ated. and  the  outlook  is  bleak.  The  combined  loss  and  expense 
ratio  has  risen  by  double  digit  amounts  in  each  of  the  last  five 
years.  In  1982,  the  underwriting  loss  reached  nearly  $600  mil- 
lion, compared  with  a 1977  profit  of  $60  million.  The  pure  loss 
ratio  in  1982  was  1.51.6  per  cent.* 

Fundamental  Problems  of  tbe  Present  System 

The  determination  of  professional  liability  does 
not  belong  in  the  courts  for  several  reasons.  First, 
physicians  are  not  tried  by  juries  of  their  peers. 
Despite  good  intentions,  most  jurors  understand 
little  about  the  practice  of  medicine  and  cannot 
comprehend  the  complex  issues  involved  in  pro- 
fessional liability.  Moreover,  because  juries  tend 
to  be  vulnerable  emotionally  to  severely  injured 
plaintiffs,  their  objectivity  may  be  impaired. 


Second,  there  is  a fine  line  between  professional 
liability  and  “maloccurrence”  which  even  trained 
experts  have  difficulty  distinguishing.  Third,  due 
to  prolonged  litigation,  delays  in  compensation 
can  cause  unnecessary  hardship  to  the  injured 
plaintiff.  Fourth,  the  adversarial  system  causes 
substantial  harm  to  physicians,  their  families, 
their  reputations,  and  their  practices.  This  dam- 
age rarely  is  reversible  even  in  the  case  of  full 
exoneration  by  the  courts.  Fifth,  the  costs  of  the 
present  system  are  excessive.  Administrative  and 
legal  expenses  account  for  82  per  cent  of  all  pro- 
fessional-liability premiums,  and  only  18  per  cent 
of  the  premium  dollar  is  awarded  to  injured  pa- 
tients. 

Finally,  because  of  the  current  litigious  climate, 
physicians  are  being  forced  to  practice  medicine 
more  defensively.  It  has  been  estimated  that  the 
costs  of  defensive  medicine  are  responsible  for 
approximately  30  per  cent  of  the  total  costs  of 
health  care  in  the  United  States.  In  addition,  the 
quality  of  medical  care  can  be  affected  when 
physicians  do  not  perform  a procedure  or  test 
because  of  the  fear  of  litigation,  even  though  the 
patient  might  benefit.  Even  more  disturbing  is 
the  prospect  that  specialists  may  refuse  to  treat 
complicated  or  high  risk  cases,  again  with  an 
adverse  effect  on  patient  care. 

Solutions 

Because  the  legislation  initiated  during  the  past 
ten  years  has  not  moderated  the  malpractice  cri- 
sis, many  other  solutions  have  been  proposed. 
The  following  four  suggestions  are  among  those 
most  frequently  mentioned: 

Medical  Captive  Carriers:  There  currently  are  30 
physician-controlled  liability  insurance  com- 
panies operating  in  the  United  States.  Although 
they  satisfy  a clemonstrated  need  by  insuring 
approximately  110,000  physicians,  their  fiscal 
viability  is  not  assured.  As  the  oldest  captive  car- 
rier only  dates  from  1975,  these  companies 
generally  lack  the  necessary  rate  experience.  The 
largest  of  the  captive  carriers  is  the  Medical 
Liability  Mutual  Insurance  Company  of  New 
York,  which  has  assets  of  more  than  $ 1 billion.  Its 
recently-filed  rate  recjuests  have  been  sharply 
curtailed  by  the  state  insurance  commissioner, 
and  questions  have  been  raised  concerning  the 
adequacy  of  its  reserves.  Professional  liability  is 
not  an  insurance  problem  but  a tort  problem. 
While  the  physician-controlled  liability  com- 
panies have  offered  temporary  relief,  they  can- 
not provide  long  term  solutions. 
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Lack  of  Insurance  Coverage:  Known  as  “going 
bare,”  this  usually  involves  a decision  by  the 
physician  not  to  purchase  malpractice  coverage. 
It  is  a terrible  choice  for  both  physicians  and  the 
public.  Although  some  physicians  have  at- 
tempted to  protect  their  accumulated  assets  by 
transferring  ownership  to  other  family  members, 
it  should  be  noted  that  the  transfer  may  be  voided 
by  the  court  if  it  was  arranged  primarily  to  avoid 
the  consequences  of  a pending  or  anticipated 
liability  juclgment.  Moreover,  “going  bare”  is  not 
fair  to  the  patient  in  those  cases  where  true  liabil- 
ity is  involved. 

Higher  Premiums:  Professional  liability  premiums 
already  are  reaching  levels  where  physicians  and 
society  can  no  longer  afford  them.  Some  high  risk 
specialists  currently  are  paying  more  than 
$60,000  a year  for  insurance  coverage.  If  pend- 
ing rate  requests  are  approved,  this  figure  may 
well  escalate  to  more  than  $90,000  annually.  Who 
will  pay  these  costs:  physicians,  patients,  em- 
ployers, or  society?  It  is  obvious  that  higher  pre- 
miums provide  only  a temporary  solution  to  a 
crisis  situation. 

Tort  Reform  and  “Maloccurrence"  Insurance:  It  is 
likely  that  reform  of  the  tort  system,  in  conjunc- 
tion with  the  development  of  “maloccurrence” 
insurance,  may  offer  the  only  permanent  solu- 
tion to  the  crisis. 

Two  major  components  of  this  approach  have 
been  suggested.  First,  we  must  remove  the  ex- 
isting adversarial  relationship  between  physicians 
and  patients  by  eliminating  the  fault-finding 
aspects  of  most  malpractice  actions  and  transfer- 
ring the  entire  process  outside  thejudicial  system. 
This  could  be  accomplished  in  one  of  two  ways:  1 ) 
worker’s  compensation  plans.  Under  this 
approach,  malpractice  claims  would  be  processed 
in  much  the  same  manner  as  those  now  filed  by 
employees  for  work-related  injuries.  This 
method  of  resolving  malpractice  claims  ap- 
parently has  worked  well  in  Sweden  for  the  past 
eight  years,  and  there  is  ample  precedent  lor  its 
utilization  in  this  country  as  a solution  for  the 
injured  worker;  and  2)  “maloccurrence”  com- 
pensation. A list  of  compensable  “maloccur- 
rences”  and  their  awards  could  be  developed  by  a 
panel  of  such  experts  as  jjhysicians,  economists, 
accountants,  rehabilitation  counselors,  and  social 
workers.  When  an  injury  occurred,  the  attending 
{)hysician  would  file  a “maloccurrence”  form  and 
the  jjatient  would  receive  the  listed  allowance. 
Although  })atients  would  be  free  to  reject  the 
award  and  seek  judicial  relief,  it  is  likely  that  the 
number  of  court  actions  would  be  small.  I he  long 


delays  of  most  judicial  procedures  and  the  dan- 
ger of  losing  the  case  altogether  should  encour- 
age most  injured  patients  to  accept  the  compensa- 
tion allowance. 

The  second  major  aspect  of  this  approach  in- 
volves “spreading  the  risk.”  If  society  wishes  to  be 
compensated  for  “maloccurrences,”  the  pre- 
mium should  be  allocated  among  the  population 
at  risk,  ie,  patients.  The  premium  would  be  a 
fraction  of  what  physicians  now  pay  for  profes- 
sional liability  coverage.  Moreover,  since  imple- 
mentation of  either  an  “injured  patients’  plan”  or 
a compensation  schedule  would  reduce  the  ex- 
isting administrative  and  legal  costs,  a larger  per- 
centage of  the  premium  would  be  spent  on  in- 
jured patients.  Physicians  still  would  need  to 
purchase  professional  liability  insurance  for 
those  cases  where  they  were  impaired  b)'  sub- 
stance abuse  or  illness,  or  where  they  were  prac- 
ticing outside  their  area  of  expertise. 

Prognosis  without  Tort  Reform 

The  professional  liability  crisis  of  1975-1976  was 
primarily  one  of  insurance  availability.  The  crisis 
of  the  1980s  will  be  one  of  cost  and  will  prove  to  be 
far  more  damaging  to  physicians  and  more  dis- 
ruptive to  the  health  care  delivery  system.  There 
will  be  a further  reduction  in  commercial  com- 
panies offering  professional  liability  insurance, 
and  those  remaining  in  the  marketplace  will  sell 
policies  at  a prohibitive  cost.  Many  of  the  physi- 
cian-controlled mutual  companies  may  not  have 
the  resources  to  honor  their  commitments.  Physi- 
cians who  have  paid  their  premiums  will  find  that 
there  are  insufficient  reserves  to  cover  their 
claims,  and  their  personal  assets  may  well  be 
attached.  Faced  with  this  crisis,  physicians  will 
initiate  “work  actions”  similar  to  that  which  oc- 
curred in  Florida.  At  this  point,  the  government 
will  be  forced  to  intervene,  most  likely  in  a way 
that  is  not  beneficial  to  either  physicians  or  their 
patients. 

Conclusion 

Professional  liability  is  one  of  the  most  severe 
problems  facing  the  health  care  delivery  system 
in  this  decade.  Fhe  increasing  fre(|uency  of  litiga- 
tion and  the  size  of  awards  have  triggered  sub- 
stantial increases  in  premiums  lor  j)rofessional 
liability  coverage.  As  a result  of  the  malpractice 
crisis,  physicians  are  forced  to  practice  medicine 
more  defensively,  often  at  a significant  societal 
and  personal  cost.  Fhe  present  system  is  iiielTi- 
cient  and  inecjuitable,  and  does  not  benefit  the 
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injured  patients  it  was  intended  to  help. 

While  several  potential  solutions  have  been 
advocated,  tort  reforin  in  conjunction  with  con- 
sumer-purchased “maloccurrence”  insurance 
appears  to  be  the  most  promising.  While  obtain- 
ing the  necessary  legislation  will  not  be  easy,  the 
task  can  be  accomplished  with  the  support  of  a 
growing  constituency  of  those  affected  by  the 
current  tort  system,  including  architects,  en- 
gineers, and  manufacturers. 
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HAVE  YOU  HEARD?  . . . 


new  series  ol  ultraviolet  water  sterilizers  de- 
signed to  eliminate  microorganisms  without  the 
use  of  heat  or  chemicals  has  been  introduced  by 
Beckman  Instruments,  Inc.  Intended  for  use 
with  potable,  non-potable,  and  high  purity  water, 
the  Beckman  Type  U\’S  Water  Sterilizers  destroy 
bacteria,  viruses,  algae,  spores,  and  yeast  by  expo- 
sure to  ultraxiolet  light  at  a germicidal  wave- 
length. The  new  sterilizers,  according  to  com- 
pany officials,  operate  from  standard  electrical 
current  and  have  no  mo\  ing  parts. 

• • • 

The  Sams  7400  Pulsatile  Blood  Pump,®  designed 
for  use  during  open-heart  surgery,  has  been 
selected  by  the  National  Society  of  Professional 
Engineers  as  one  of  three  winners  in  its  first  New 
Product  Award  competition.  Sams,  Inc  is  a sub- 
sidiary of  the  3M  Company  Surgical  Products 
Division. 

Developed  in  1982,  the  machine  delivers  two 
forms  of  jjulsating  blood  How  to  stimulate  cardiac 
action  as  well  as  the  continuous  flow  of  conven- 


tional blood  pumps.  Through  an  internallv- 
triggered  pulsatile  mode,  the  pump  generates  a 
pulse  rate  controlled  by  the  perfusionist.  Accord- 
ing to  clinical  studies,  internally-triggered  pulsa- 
tile perfusion  provides  better  organ,  cerebral, 
and  peripheral  perfusion  than  does  continuous 
How.  Metabolic  benefits  also  have  been  reported, 
including  significant  reduction  in  acidosis,  lactate 
formation,  and  creatinine  release.  During  its 
second  pulsatile  mode,  the  blood  pump  is  trig- 
gered by  the  patient’s  R-wave  signal.  This  method 
mav  be  utilized  at  the  end  of  the  pump  cycle  to 
reduce  cardiac  stress  while  a normal  heart  beat  is 
reestablished. 

• • • 

A new  miniature  scanhead,  intended  for  use  in 
neurological,  vascular,  and  general  surgery  has 
been  introduced  by  Advanced  Technology 
Laboratories,  Inc.  fhe  AC>CESS®  B scanhead  is 
designed  specifically  for  use  with  the  company’s 
surgical  ultrasound  system.  Weighing  only  680  g, 
it  incorporates  three  transducers  with  differing 
frequencies  to  optimize  image  quality  at  multiple 
scanning  depths.  The  scanhead  requires  a con- 
tact area  of  1 .45  cm  and  may  be  utilized  readily  in 
small  operative  sites.  It  comes  with  a Ilexible  con- 
necting cable.  Advanced  Technology  Laborato- 
ries, Inc,  a division  of  the  Squibb  Company,  is  a 
supplier  of  ultrasound  and  digital  flurographic 
systems. 

• • • 

A study  of  marijuana  use  among  1,325  young 
adults  published  in  the  February  1984  issue  of 
the  Archives  of  General  Fsychiatn'  suggests  that  us- 
ers are  charactei  ized  bv  higher  use  of  other 
jjsychoactive  substances,  lower  participation  in 
conventional  adult  roles,  and  histories  ol 
])s\chiatric  hosjiitalization.  Researchers  at  the 
Columbia  Ebiiversity  School  ol  Public  Health  re- 
port that  marijuana  use  reaches  a peak  between 
the  ages  of  20  and  22  years  and  declines  after  the 
age  of  25  years. 

• • • 

The  Health  Care  Financing  Administration 
(HCFA)  is  seeking  ways  of  restricting  Medicare 
reimbursement  for  enteral  and  parenteral  nutri- 
tion for  nursing  home  patients  because  of  alleged 
abuses  by  physicians.  Payment  for  such  nutrition 
currently  varies  widely  because  of  ambiguous 
HCFA  guidelines.  Payments  are  presently  made 
under  Part  A or  Part  B for  the  feedings  as  part  of 
(continued  on  page  289) 
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Professional  Liability 

The  Majority  of  Patients  Will  Not  Sue  Physicians 
Who  Show  Compassion,  Sensitivity,  and  Courtesy 

Mark  S.  Mandell,  JD 


All  of  us  are  required  to  exercise  reasonable  care 
for  the  safety  of  others.  Under  the  law,  we  are 
liable  for  any  harm  resulting  from  negligence,  or 
the  failure  to  exercise  such  care.  Negligence  by  a 
professional  person  is  called  malpractice.  Within 
the  context  of  medical  care  delivery,  the  failure  to 
demonstrate  reasonable  care  is  operationally  de- 
fined as  a deviation  from  accepted  or  standard 
medical  practice,  also  known  as  the  “standard  of 
care.” 

To  assert  successfully  a claim  for  medical  negli- 
gence, a plaintiff  must  prove  that  a relationship 
existed  between  the  physician  and  patient,  that 
the  physician  violated  the  standard  of  care  by 
failing  to  provide  the  proper  treatment  and  care 
to  the  patient,  and  that  the  patient  sustained  an 
injury  as  a result  of  the  deviation  from  the  stan- 
dard of  care  by  the  physician. 

The  Physician-Patient  Relationship 

The  physician-patient  relationship  is  based  on  an 
implied  contract  which  occurs  when  the  patient 
seeks  treatment  and  the  physician  accepts  the 
person  as  a patient.  In  the  absence  of  statutory 
law  to  the  contrary,  physicians  are  not  required  to 
accept  as  patients  all  who  seek  their  services. 

The  existence  of  a physician-patient  rela- 
tionship is  a question  of  fact,  and  generally  is  not 
disputed  in  medical  negligence  cases,  fhe  prin- 
cipal consideration  involves  a determination  of 
whether  the  patient  entrusted  his  treatment  to  a 
physician  who  accepted  the  case.  Once  estab- 
lished, the  relationship  exists  until  it  is  terminated 
by  mutual  consent,  by  the  patient  unilaterally,  or 
until  the  services  of  the  physician  are  no  longer 
required.  In  the  absence  of  a specific  agreement, 
there  is  an  imjjlied  reijuirement  that  ])hvsicians 
will  provide  care  as  long  as  medical  attention  is 
neces.sarv. 


Mark  S.  Mandell,  JI),  Partner,  Mandell,  Goodman 
Schwartz,  Ltd.,  Providence,  Rhode  Island. 


Standards  of  Care 

The  professional  standard  of  care  requires  the 
physician  to  possess  and  exercise  the  degree  of 
knowledge,  care,  and  skill  that  other  competent 
physicians  ordinarily  would  demonstrate  under 
the  same  or  similar  circumstances.  Physicians 
should  act  in  a way  that  is  acceptable  to  their 
professional  peers  or  to  the  reasonably  prudent 
physician.  The  failure  to  do  so  constitutes  mal- 
practice. For  the  most  part,  the  profession  deter- 
mines its  own  standard  of  care. 

There  are  certain  refinements  and  exceptions 
to  this  general  rule.  First,  the  courts  recognize 
that  disagreement  often  exists  within  the  profes- 
sion as  to  the  appropriate  procedure  or  treat- 
ment. According  to  the  “acceptable  minority” 
rule,  there  is  no  negligence  or  deviation  from  the 
standard  of  care  if  physicians  reasonably  choose 
one  of  several  recognized  courses  of  action.  The 
important  qualifying  requirement  is  that  the 
choice  be  medically  reasonable  under  the  cir- 
cumstances. Similarly,  the  “error  in  judgment” 
rule  provides  that  physicians  who  reasonably  ex- 
ercise their  best  judgment  are  not  negligent,  even 
if  the  judgment  turns  out  to  be  erroneous  and 
leads  to  a bad  result,  as  long  as  it  falls  within  the 
range  of  valid  differences  of  opinion  among  com- 
petent jDhysicians. 

An  additional  problem  is  that  physicians  have 
varying  levels  of  training  and  skill.  A specialist  in 
a particular  field  of  medicine  is  held  to  a higher 
standard  of  care  than  is  a general  practitioner. 
Sjjecifically,  a sjjecialist  must  exercise  the  same 
degree  of  care  and  skill  as  would  be  exercised  by 
other  coni])etent  practitioners  of  the  same  spe- 
cialty. While  the  courts  do  not  inij)ose  a higher 
legal  duty  on  sjjecialists  than  on  general  practi- 
tioners, specialists  are  l ecpiired  to  be  more  skillf  ul 
than  nonspecialists  in  discharging  their  duties. 

During  the  nineteenth  and  early  twentieth  cen- 
turies, the  “locality  rule”  limited  the  application 
of  the  standard  of  care  to  the  geographic  location 
of  the  defendant  j)hysician.  .\s  the  result  of  im- 
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proved  communication  systems  and  greater  uni- 
formity of  education  and  practice,  a strict  inter- 
pretation of  the  locality  rule  has  generally  been 
abrogated,  initially  in  favor  of  a “same  or  similar 
locality”  frame  of  reference,  and  most  recently 
following  a uniform  national  standard  of  care. 

Expert  Testimony 

Because  the  relevant  legal  standard  of  care  is 
established  by  the  medical  profession,  ajury  ordi- 
narily may  not  find  a defendant  physician  to  be 
negligent  unless  another  physician  tells  them  that 
an  act  of  medical  negligence  took  place.  Conse- 
quently, to  win  a medical  malpractice  case,  the 
plaintiff  generally  must  introduce  the  testimony 
of  a physician  practicing  the  same  specialty  as  the 
defendant.  The  expert  witness  must  present  testi- 
mony on  the  relevant  standard  of  care  required 
under  the  circumstances  and  state  that  the  acts  or 
omissions  of  the  defendant  physician  deviated 
from  that  standard.  It  is  this  violation  of  the  stan- 
dard of  care  that  actually  constitutes  medical  mal- 
practice. 

Injury  and  Legal  Causation 

In  addition  to  demonstrating  a violation  of  the 
standard  of  care,  the  claimant  also  must  prove 
that  he  suffered  an  injury  resulting  from  negli- 
gence by  the  defendant  physician.  The  expert 
witness  must  testify  that  it  is  probable,  ie,  reason- 
ably medically  certain,  that  the  injury  was  caused 
by  a deviation  from  the  standard  of  care. 

In  this  connection,  a legal  doctrine  occasionally 
cited  in  medical  malpractice  cases  is  res  ipsa  lo- 
quitur, which  means  “the  thing  speaks  for  itself.” 
d'his  theory  is  used  when  the  plaintiff  has  no 
direct  proof  of  a specific  negligent  act,  but  can 
establish  that  the  injuries  sustained  do  not  ordi- 
narily occur  in  the  absence  of  negligence.  As  an 
example,  the  plaintiff  may  have  suffered  an  ulnar 
nerve  injury  during  surgery  on  some  other  part 
of  the  body.  Although  the  plaintiff  may  be  unable 
to  establish  what  actually  happened  in  the  operat- 
ing room,  he  can  introduce  expert  testimony  that 
such  an  injury  does  not  ordinarily  occur  unless 
the  surgeon  or  anesthesiologist  is  negligent  in 
positioning  the  patient’s  arm. 

Breach  of  Guarantee  of  a 
Particular  Result 

On  occasion,  a physician  may  guarantee  unwisely 
that  treatment  will  produce  a particular  result. 
Under  the  law,  such  a guarantee  is  regarded  as  a 
contract  and,  if  the  promised  result  does  not 
materialize,  the  patient  may  recover  for  what  is 


essentially  a breach  of  contract.  To  be  liable  for  an 
actionable  violation,  physicians  must  go  beyond 
offering  mere  therapeutic  reassurances  by  mak- 
ing a specific  and  precise  statement  that  a particu- 
lar outcome  is  guaranteed  or  certain. 

Informed  Consent 

The  unstated  foundation  of  the  doctrine  of  in- 
formed consent  is  the  basic  inequality  inherent  in 
the  physician-patient  relationship.  This  inequal- 
ity stems  both  from  the  superior  knowledge  of 
medicine  held  by  the  physician  and  from  the  fre- 
quently Urgent  need  for  care  by  a patient  who 
lacks  any  real  bargaining  power.  Each  individual 
patient  needs  medical  services  much  more  than 
the  doctor  needs  that  particular  patient.  In  effect, 
this  inequity  creates  a fiduciary  relationship  be- 
tween the  physician  and  the  patient.  As  a trustee, 
the  physician  must  satisfy  a relatively  stringent 
obligation  to  provide  enough  information  to  pa- 
tients to  allow  them  to  make  informed,  intelli- 
gent, and  voluntary  choices  as  to  the  appropriate 
course  of  treatment. 

The  doctrine  of  informed  consent  imposes  a 
duty  upon  physicians  which  is  completely  sepa- 
rate and  distinct  from  their  responsibilities  to  di- 
agnose and  treat  illness  skillfully.  The  liability  for 
failure  to  obtain  informed  consent  does  not  re- 
quire any  negligence  by  the  physician  either  in 
the  choice  of  treatment  or  in  its  administration. 
Instead,  liability  is  based  upon  the  fact  that  the 
patient  was  not  informed  of  certain  inherent  risks 
of  the  procedure,  that  one  of  those  risks  actually 
materialized,  and  that  consent  probably  would 
have  been  withheld  if  the  patient  had  been  fully 
informed. 

Disclosure  Requirements 

The  following  information  must  be  disclosed 
when  physicians  obtain  informed  consent  from 
their  patients:  the  diagnosis,  the  nature  and  pur- 
pose of  the  proposed  treatment,  the  risks  and 
consequences  of  its  administration,  the  probabil- 
ity of  its  success,  the  prognosis  if  the  proposed 
course  is  not  followed,  and  feasible  treatment 
alternatives. 

Under  certain  circumstances,  physicians  may 
safely  fail  to  disclose  information  to  their  pa- 
tients. These  exceptions  to  the  informed  consent 
disclosure  requirements  include: 

Emergencies:  In  an  emergency  situation  where  dis- 
closure is  impractical,  the  need  for  immediate 
treatment  overrides  the  concern  for  consent. 
Therapeutic  Privilege:  In  certain  situations,  the 
complete  disclosure  of  information  to  patients 
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may  be  detrimental  to  their  health.  The  purpose 
of  this  exception  is  not  to  reintroduce  the  pater- 
nalistic concept  that  physicians  should  determine 
the  appropriate  treatment  unilaterally  and  ac- 
cordingly limit  disclosure.  Rather,  it  is  intended 
to  cover  those  cases  where  full  disclosure  would 
cause  such  a state  of  emotional  agitation  in  pa- 
tients as  to  preclude  rational  decisions,  impede 
treatment,  or  actually  result  in  psychological 
harm.  If  possible,  a psychological  consultation 
should  be  obtained.  The  courts  appear  to  have 
adopted  a professional  standard  concerning  the 
reasonableness  of  the  defendant’s  belief  that  dis- 
closure would  be  harmful. 

Other  exceptions:  There  is  no  need  to  disclose  risks 
which  are  commonly  known  or  reasonably  pre- 
sumed to  be  known  by  the  patient.  Similarly,  it  is 
not  necessary  to  disclose  a risk  that  was  unknown 
at  the  time.  While  information  may  be  withheld  if 
the  patient  prefers  not  to  be  told  of  the  risks, 
prudence  dictates  that  physicians  obtain  signed 
waivers  from  these  patients. 

It  should  be  noted  that  patients  are  not  auto- 
matically entitled  to  recover  damages  simply  by 
proving  that  disclosure  did  not  take  place.  The 
plaintiff  also  must  demonstrate  that  the  injury  in 
question  was  caused  by  a materialization  of  risks 
about  which  a warning  should  have  been  given. 
Moreover,  the  injury  suffered  must  be  measur- 
ably worse  than  what  the  patient’s  condition 
would  have  been  without  treatment.  Finally,  it 
must  be  established  that  the  patient  would  have 
acted  differently  if  the  risks  were  disclosed  and 
that  the  injury  actually  resulted  from  the  therapy 
in  question. 

Why  Do  Patients  Sue? 

Patients  generally  file  malpractice  suits  against 
their  physicians  for  one  of  two  reasons.  The  first, 
lack  of  civility,  is  almost  entirely  avoidable.  The 
second,  catastrophic  results,  is  not. 

Rudeness  is  the  triggering  complaint  responsi- 
ble for  most  malpractice  litigation.  During  their 
initial  interviews  with  legal  counsel,  potential 
plaintiffs  are  most  likely  to  complain  of  being 
treated  without  any  sensitivity,  compassion,  or 
understanding,  or  of  being  regarded  as  “just  one 
of  a series  of  numbers.” 

Ciondescension  is  viewed  by  patients  as  a com- 
plete abuse  of  their  trust  in  the  physician.  It  is  the 
single  greatest  cause  of  malpractice  litigation.  If 
physicians  abuse  the  power  stemming  from  this 
trust,  they  cannot  exercise  their  fundamental  re- 
sponsibilities to  patients.  Patient  responsiveness 
diminishes  in  direct  proportion  to  the  degree  of 


insult,  insensitivity,  and  indifference. 

Confronted  with  such  rudeness,  patients  with 
comparatively  minimal  injuries  may  institute 
malpractice  actions.  Legal  redress  will  be  sought 
because  these  patients  feel  slighted,  insulted, 
hurt,  and  abandoned,  and  not  because  they  are 
inherently  litigious. 

The  solution  is  simple.  If  physicians  were  to 
address  their  immense  creative  and  clinical  tal- 
ents to  demonstrating  more  compassion  and 
courtesy  toward  patients,  the  number  of  suits 
would  decrease  dramatically.  Physicians  must 
take  the  necessary  time  with  patients  to  explain 
their  present  condition,  the  treatment  modes 
available,  and  the  chances  of  success.  To  patients, 
the  prognosis  is  the  most  important  considera- 
tion. A reasonable  and  honest  attempt  to  com- 
municate in  a caring,  sensitive  way  strikes  a re- 
sponsive chord  in  most  persons.  A great  majority 
of  patients  simply  will  not  sue  physicians  who 
have  shown  compassion,  sensitivity,  and  courtesy. 

The  second  reason  for  malpractice  actions  may 
prevail  regardless  of  the  presence  of  rapport. 
Catastrophic  medical  or  surgical  results  often 
cause  litigation  even  when  patients  truly  admire 
their  doctors.  The  mother  of  a profoundly  brain- 
damaged child  will  sue  her  obstetrician  for  the 
prohibitive  costs  of  providing  her  child  with  con- 
stant nursing  care,  even  though  a healthy  rela- 
tionship has  developed.  Despite  friendship,  a 
sterile  patient  will  sue  because  she  is  unable  to 
conceive.  Even  when  the  gynecologist  has  been 
sensitive,  caring,  and  conscientious,  the  perform- 
ance of  a radical  mastectomy  may  lead  to  consid- 
erations of  legal  action. 

Faced  with  catastrophic  results,  physicians 
should  immediately  consult  with  the  most  qual- 
ified specialists  available  in  the  appropriate  field. 
It  may  well  be  possible  to  limit  the  adverse  results. 
A consultation  also  helps  determine  the  cause  of 
the  complication.  If  the  catastrophe  was  not 
caused  by  negligence,  a patient  will  be  more  likely 
to  exonerate  the  physician  and  avoid  litigation  if 
another  j)lausible  explanation  is  offered. 

Every  effort  should  be  made  to  obtain  the  best 
possible  treatment  for  the  complication.  It  is 
essential  to  monitor  the  care  closely  and  maintain 
close  contact  with  the  ])hysicians  resj)onsible  for 
the  continuing  treatment.  After  the  complication 
becomes  apparent,  full  disclosure  should  be 
made  to  the  j^atients  and  their  families  and  the 
original  physician  should  stay  in  touch  with  the 
family.  Patients  who  feel  suj)ported  by  their 
physicians  during  theii'  hour  of  need  are  much 
less  likely  to  sue. 
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MED-TEMPS,  INC. 

1 5 Belt  Street 

Warwick,  Rhode  Island  02889 
401/738-3024 

Qualified  Temporary  Medical 
Office  Personnel 

Assistants  Transcriptionists 

Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/738-3024 


OUTPATIENT 
SURGICAL  CENTER 
FOR  LEASE 

In  busy  medical  building  in  Providence  East  Side  Area. 


For  more  information  call: 

Rick  Bicknell 
T & M Realty  Co. 
401/272-2394 
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The  Joint  Underwriting  Association 
Status  Report  and  Reflections 


JUA  Experience  Indicates  that  Legisiative  Reform  Is  Still  Imperative 

Kenneth  E.  Liffmann,  MD,  FACS 


Effective  June  16,  1975,  the  Rhode  Island  De- 
partment of  Business  Regulation  adopted 
Emergency  Regulation  XXI  which  established 
the  Medical  Malpractice  Joint  Underwriting 
Association  of  Rhode  Island  (JUA).  Subsequent- 
ly, the  General  Assembly  approved  legislation 
which  authorized  the  Department  of  Business 
Regulation  to  promulgate  regulations  relating  to 
medical  malpractice  insurance  and  validating 
Emergency  Regulation  XXL  The  intent  of  these 
two  sequential  actions  was  to  provide  a con- 
tinuing stable  source  of  medical  malpractice  in- 
surance and  incidental  coverage  for  all  providers 
of  health  care  in  Rhode  Island.  This  objective  has 
been  achieved. 

Joint  Underwriting  Association 

The  JUA  is  a hybrid.  It  is  not  an  insurance  com- 
pany in  a classical  sense,  but  rather  an  in- 
strumentality of  the  State  of  Rhode  Island  under 
the  control  of  the  Director  of  Business  Regula- 
tion. The  Association  is  governed  by  a board  of 
fifteen  directors,  eight  of  whom  represent  casual- 
ty insurance  companies.  The  remaining  seven 
directors  are  appointed  by  the  Director  of  Busi- 
ness Regulation:  five  are  medical  doctors,  one  is 
an  osteopathic  physician,  and  one  represents  the 
Hosjiital  Association  of  Rhode  Island. 

A Stabilization  Reserve  Fund  is  administered 
by  the  Director  of  Business  Regulation  or  his 


Kenneth  E.  Liffmann,  MI),  LACS,  currently  senses  as 
Chaiiinayi,  Board  of  Directors,  Medical  Malpractice 
Joint  Underwriting  Association  of  Rhode  Island.  lie  is 
a surgeon  at  Rhode  Island  Hospital,  Providence,  and 
Clinical  Assistant  Professor  of  Surgeiy,  Broivn  Uni- 
versity Program  in  Medicine.  Doctor  Liffmann  also  is 
treasurer  of  the  Rhode  Island  Medical  Society. 


deputy,  with  the  guidance  of  a two-member 
advisory  board  appointed  by  the  director. 

All  physician  policies  issued  since  inception 
have  been  on  a “claims  occurrence”  basis,  provid- 
ing coverage  for  the  policyholder  for  claims  in- 
curred during  the  policy  year  regardless  of  when 
the  claims  are  reported  to  the  JUA.  The  Associa- 
tion is  authorized  to  issue  policies  with  limits  not 
to  exceed  $ 1 ,000,000  for  each  incident  under  one 
policy  and  $3,000,000  for  all  incidents  under  one 
policy  in  any  one  year. 

The  Board  of  Directors  meets  approximately 
six  times  annually,  and  various  subcommittees 
meet  with  underwriters,  investment  advisors,  le- 
gal counsel,  actuaries,  and  other  purveyors  as 
necessary.  The  JUA  does  not  retain  any  em- 
ployees, but  contracts  for  four  defined  functions 
on  a competitive  bidding  basis:  carrier  and  claims 
handling,  investment  service  and  custodial  func- 
tion, actuarial  services  and  preparation  of  rate 
filing,  and  risk  management  services.  Corporate 
and  specialized  legal  counsel  are  retained  on  a 
continuing  basis. 

Premiums  are  collected  and  invested  in  high- 
grade  government,  government  agency,  and 
corporate  bonds.  The  income  from  these  invest- 
ments is  apj)lied  annually  to  reduce  j)remium 
charges.  I his  policy  is  unicjue  to  an  association  of 
this  tv))e,  since  there  are  no  stockholders  or 
policyholders  who  recei\e  dividends  or  return  of 
premiums. 

Claims  losses,  allocated  loss  adjustment  ex- 
jjense,  agent  commissions,  and  fees  for  the  con- 
tracted services  are  charged  to  the  main  under- 
writing fund  of  the  JUA.  If  this  fund  should 
become  depleted,  the  Stabilization  Reserve  Fund 
would  be  utilized.  If  the  resources  of  both  the 
Underwi  iting  Fund  and  the  Stabilization  Reserve 
Fund  become  exhausted,  the  Directoi  of  Busi- 
ness Regulation  may  authorize  thecasualtv  insur- 
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ance  companies  to  apply  a surcharge  on  future 
policies  (eg,  home  owners,  marine,  and  fine  arts) 
issued  in  this  jurisdiction  or  deduct  their  share  of 
the  deficit  from  past  or  future  Rhode  Island 
taxes.  In  this  manner  the  Association  is  assured  of 
a stable  source  of  funding  for  its  continuing  op- 
erations. There  is  an  assigned  risk  pool  of  ap- 
proximately 300  casualty  insurers  in  Rhode  Is- 
land. For  this  reason,  representatives  from  the 
insurance  industry  hold  the  majority  on  the  JUA 
Board. 

In  the  continuing  discharge  of  business  since 
the  establishment  of  the  JUA,  the  cooperation 
and  consolidation  of  interests  to  make  this  plan 
work  have  been  exemplary.  The  Department  of 
Business  Regulation,  members  of  the  insurance 
industry,  and  representatives  of  the  health  care 
providers  have  maintained  harmonious  relations 
and  potentially  conflicting  interests  or  positions 
have  been  reconciled  to  advance  the  community 
interest. 

This  conclusively  demonstrates  the  presence  of 
a viable  vehicle  to  write  medical  malpractice  in- 
surance, both  from  the  regulatory  and  organiza- 
tional structure.  The  Association  currently  in- 
sures approximately  1,750  physicians,  surgeons, 
and  other  health  care  providers,  as  well  as  eight 
hospitals.  In  recent  months,  five  hospitals  have 
obtained  their  malpractice  insurance  from  the 
private  sector,  and  this  is  the  first  significant  re- 
turn to  the  marketplace  by  the  insurance  industry 
in  Rhode  Island  for  this  line  of  business.  It  is 
notable  that  a mass  marketing  for  physician 
accounts  has  not  materialized.  The  hospital  poli- 
cies apparently  have  been  written  as  part  of  a 
comprehensive  insurance  package  for  these  in- 
stitutions. 

I he  external  f actors  which  directly  influence 
the  malpractice  problem  in  Rhode  Island  have 
been  complex  and  are  directly  intertwined  with 
the  operation  of  the  JUA.  On  April  14,  1983,  the 
Rhode  Island  Supreme  Court  finally  issued  a rul- 
ing to  the  ef  fect  that  malpractice  panels  or  screen- 
ing mechanisms  are  unconstitutional.  The  prior 
organization  did  not  recommend  their  continua- 
tion, since  the  system  was  cumbersome,  caused 
delays,  and  prolonged  disputes.  While  pretrial 
screening  was  an  interesting  idea,  it  simply  did 
not  work  in  Rhode  Island  and  finally  was  found 
to  be  unconstitutional.  As  a result,  malpractice 
suits  accumulated  in  the  court  system.  As  of 
February  1,  1984  there  were  399  malpractice 
claims  in  litigation  against  physicians.  Moreover, 
the  problem  is  compounded  by  prejudgment  in- 


terest of  12  per  cent  annually  calculated  from  the 
date  of  the  alleged  injury. 

JUA  Experience 

Between  the  inception  of  the  JUA  in  1975  and 
February  1 of  this  year,  there  have  been  907  suits 
directed  against  physicians.  Of  these,  399  remain 
open  and  508  have  been  closed.  In  addition, 
there  have  been  554  incident  claims  (ie,  non- 
suits); 116  of  these  remain  open  and  438  have 
been  closed.  The  total  number  of  physician 
claims  since  inception  is  1,461. 

The  disposition  of  the  508  closed  suit  claims  is 
as  follows:  settled  before  trial  (289);  dismissed  by 
plaintiffs  attorney  or  by  court  order  (180);  tried 
and  won  (11);  and  other  coverage  applied  (27). 
One  case  which  was  tried  and  lost  is  still  open  on 
appeal.  The  disposition  of  closed  incident  claims 
is  as  follows:  settled  (87);  closed  without  payment 
(314);  and  other  coverage  applied  (10).  During 
the  period  under  consideration,  the  total  paid 
losses  were  $13,310,197  and  allocated  loss  adjust- 
ment expense  totaled  $1,134,267.  The  largest 
total  dollar  settlements  have  been  in  obstetrics- 
gynecology,  followed  by  general  surgery  and 
orthopedic  surgery. 

There  have  been  46  plaintiff  attorney  firms 
handling  these  claims  versus  seven  defense  firms. 
It  can  be  seen  that  the  bar  in  this  jurisdiction  has 
been  industrious,  and  that  there  is  considerable 
specialization  among  the  attorneys  in  this  area  of 
litigation. 

The  severity  of  both  court-ordered  settlements 
and  those  cases  settled  out  of  court  has  increased. 
As  an  example,  the  average  paid  loss  at  36  months 
for  a 1975  claim  was  $5,830  while  the  average 
1980  claim  settled  after  three  years  was  $124,699. 
These  adverse  developments  are  reflected  in  the 
current  high  premiums.  While  the  megacrisis 
may  have  passed,  the  cost  trends  are  still  of  “nor- 
mal” crisis  proportions,  despite  the  fact  that  the 
rate  of  increase  in  claims  frequency  has  stabilized 
at  four  or  five  per  cent  annually.  It  is  the  escalat- 
ing size  of  awards  and  settlements  that  presents 
the  most  threatening  element. 

The  Need  for  Reform 

An  important  palliative  for  this  disastrous  pros- 
pect may  be  legislation  to  limit  the  size  of  mal- 
practice awards.  There  are  some  compelling 
arguments  in  favor  of  limits.  First,  the  cost  to 
patients  would  be  moderated.  Second,  as  insur- 
ance rates  increase,  insurance  becomes  less  and 
less  a useful  economic  protection.  The  tendency 
of  physicians  and  hospitals  to  forego  insurance 
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and  “take  the  risk”  will  grow.  Third,  the  growth 
of  insurance  has  distorted  the  operation  of  tradi- 
tional tort  practices.  The  large  settlements  cur- 
rently seen  certainly  are  partially  attributable  to 
^ high  insurance  coverage.  There  is  a point  at 
which  insurance  companies  cannot  cover  risks 
that  threaten  to  expand  without  limit. 

This  type  of  reasoning  has  intellectual  appeal 
in  1984,  just  as  the  establishment  of  malpractice 
panels  had  in  1975.  A limitation  on  the  size  of 
awards,  however,  may  impair  the  rights  of  the 
public  to  legal  redress.  In  view  of  the  1983  Rhode 
Island  Supreme  Court  decision,  it  has  become 
clear  that  legislative  reform  specifically  intended 
to  address  the  medical  malpractice  situation 
would  be  ill-advised.  Broader  legislation  dealing 
with  medical  malpractice,  legal  malpractice, 
product  liability,  and  other  liability  issues  stands  a 
better  chance  of  being  successfully  enacted  and 
upheld  on  challenge. 

A recent  paper  by  Hilfiker  presents  an  intro- 
spective, psychological  analysis  of  physician  mis- 
takes as  well  as  the  societal  view:  “Everyone,  of 
course,”  he  states,  “makes  mistakes,  and  no  one 
enjoys  the  consequences.  But  the  potential  con- 
sequences of  our  medical  mistakes  are  so  over- 
whelming that  it  is  almost  impossible  for  practic- 
ing physicians  to  deal  with  their  errors  in  a 
psychologically  healthy  fashion.  Most  people  — 


doctors  and  patients  alike  — harbor  deep  within 
themselves  the  expectation  that  the  physician  will 
be  perfect.  No  one  seems  prepared  to  accept  the 
simple  fact  of  life  that  physicians,  like  anyone 
else,  will  make  mistakes.” 

Hilfiker  continues,  “If  the  profession  has  no 
room  for  its  mistakes,  society  seems  to  have  even 
more  rigid  expectations  of  its  physicians.  The 
malpractice  situation  in  our  country  is  sympto- 
matic of  this  attitude.  In  what  other  profession 
are  practitioners  regularly  sued  for  hundreds  of 
thousands  of  dollars  because  of  a misjudgment?” 
“Even  the  word  ‘malpractice’  carries  the  im- 
plication that  one  has  done  something  more  than 
make  a natural  mistake;  it  connotes  guilt  and 
sinfulness.” 

It  is  within  this  context  of  social  expectations 
that  the  Joint  Lhiderwriting  Association  con- 
tinues to  operate. 
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RADIOGRAPHIC  CASE  OF  THE  MONTH 


Michael  J.  Ryvicker,  MD 
Sanford  L.  Schatz,  MD 
Howard  R.  Cohen,  MD 
Allan  M.  Deutsch,  MD 

Department  of  Radiology 
The  Miriam  Hospital 
Providence,  Rhode  Island 


Fig  1 


For  discussion,  see  next  page. 
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History: 

This  36-year-old  man  was  admitted  to  the  hos- 
pital because  of  cramping  abdominal  pain  and 
bloody  diarrhea. 


Fig  2 
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Radiographic  Findings  and  Discussion 

Preliminary  radiographs  of  the  abdomen  re- 
veal air  in  the  transverse  colon.  This  air  column  is 
indented  by  multiple  “thumb-prints,”  indicating 
a thickened  or  edematous  mucosa.  This  may  be 
seen  in  ulcerative  colitis,  in  the  subacute  stage, 
due  to  inflammatory  pseudo-polyps,  as  well  as  in 
granulomatous  colitis,  due  to  transverse  and  Ion- 


Fig  3 


gitudinal  ulcerations  producing  a nodular  “cob- 
blestone” pattern.  Ischemic  colitis  may  also  pre- 
sent “thumb-prints,”  due  to  submucosal  edema 
or  bleeding. 

Barium  is  seen  in  the  terminal  ileum  and  colon, 
via  an  antegrade  study.  This  examination  reveals 
a patulous  terminal  ileum,  as  seen  in  ulcerative 
colitis  with  back-wash  ileitis.  The  previouslv  de- 
scribed nodules  are  now  demonstrated  against 
the  barium-tilled  lumen. 

Surgical  pathology  revealed  inflammation  in 
the  mucosa  and  submucosa;  no  granulomas  were 
seen.  There  was  hyperplasia  of  the  mucosa,  with 
broad  areas  of  ulceration  and  pseudo-polyps. 
These  findings  are  characteristic  of  chronic 
ulcerative  colitis. 

Reference 
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Fig  4 


The  Miriam  Hospital 
Providence.  Rhode  Island  02906 
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Have  You  Heard  . . . 


I 


(continued  from  page  278) 


a category  covering  “durable  medical  equipment, 
prothesis,  and  other  methods.”  Because  these 
payments  often  are  higher  than  for  traditional 
nutritional  methods  included  as  part  of  total 
room  and  board  expenses,  HCFA  contends  that 
some  physicians  may  utilize  enteral  and  parenter- 
al methods  unnecessarily. 


• • • 


According  to  the  international  accounting  and 
consulting  firm  of  Arthur  Young,  there  will  be 
fewer  full  service  community  hospitals  and  more 
small  neighborhood  healthcare  facilities  spe- 
cializing in  “routine  services.”  In  a keynote 
address  before  the  Healthcare  Management  Sys- 
tems Society  of  the  American  Hospital  Associa- 
tion, Neal  F.  Bermas,  PhD,  National  Director  of 
Health  Care  Productivity  Services,  said  that  1 ,000 
hospitals  may  well  close  their  doors  by  1990  as  the 
result  of  increased  competition,  changing  gov- 
ernment regulations,  and  intense  pressures  to 
reduce  expenditures.  Filling  the  void  will  be  the 
establishment  of  specialty  healthcare  centers  pro- 
viding emergency  treatment,  minor  surgery,  and 
maternity  services  on  an  outpatient  basis.  Known 
as  “doc-in-the-boxes,”  some  of  these  centers  will 
“even  lend  themselves  to  franchising  opportuni- 
ties.” 

More  and  more  hospitals,  according  to  Ber- 
mas, are  responding  to  economic  pressures  by 
diversifying  into  profitable  activities  outside  the 
healthcare  field.  As  examples,  he  cited  a Los 
Angeles  hospital  owning  a parking  lot,  a Dallas 
hospital  controlling  an  insurance  company  and  a 
construction  firm,  and  a New  Mexico  facility 
owning  a West  \drginia  coal  mine. 

• • • 


The  Food  and  Drug  Administration  (FDA)  has 
approved  a chewing  gum  containing  nicotine  to 
help  physically-dependent  cigarette  smokers. 
Available  only  by  prescription,  the  new  product, 
Nicorette,®  does  not  eliminate  the  desire  for  a 
cigarette,  but  provides  a short-term  alternative 
source  of  nicotine.  FDA  officials  claim  that  the 
gum,  which  is  manufactured  by  Merrell  Dow 
Pharmaceuticals,  is  not  addictive.  Smokers  who 
have  a high  physical  dependence  on  nicotine  are 
the  most  likely  to  benefit.  Such  persons  typically 
smoke  more  than  15  cigarettes  a day,  prefer 
brands  of  cigarettes  with  amounts  of  nicotine 
greater  than  0.9  mg  each,  and  find  that  the  first 
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BroadMed  Medical  Building 

Physician  Suites  Available 
Two  blocks  from  St.  Joseph  Hospital 

557  Broad  Street 
Providence,  Rhode  Island 
02907 


Rhode  Island’s  newest  and  most  advanced 
medical  building;  ample  parking;  complete 
security  system;  full  x-ray,  ultrasound, 
pharmacy,  and  laboratory  services;  multi- 
lingual receptionists;  computer  facilities. 

For  more  information  call  401/331-7555 
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FOR  SALE 
in 

“SOUTH  COUNTY”  on 
TOWER  HILL 

Country  Estate  of  6 acres  located 
high  in  rustic  surroundings  in  sight  of 
Newport  Bridge  and  the  ocean. 

A lovely  Colonial  ranch  of  13  rooms, 
workshop,  finished  basement, 
attached  garage,  gardens  and 
orchard  of  a variety  of  fruits.  A retired 
doctor’s  home.  Price  $225,000. 

38  adjoining  additional  acres  are 
available. 

Call  789-6990  or  write 
T.M.R.  Co.,  RFD  11 
Tower  Hill  Road 
Wakefield,  Rhode  Island  02879 

Telephone  401/789-6990 


Virginia 
Heart  Institute 

Virginia  Heart  Institute  provides  on- 
site consultation  for  administrators 
interested  in  the  development  of 
ambulatory  facilities,  including  out- 
patient cardiac  catheterization. 

If  interested,  please  write: 

Patricia  Ferree 
Virginia  Heart  Institute 
205  North  Hamilton  Street 
Richmond,  Virginia  23221 


cigarette  of  the  morning  is  the  hardest  one  to 
relinquish. 

Use  of  the  gum  is  contraindicated  for  pregnant 
or  nursing  mothers,  persons  with  certain  heart 
conditions,  those  with  dysfunctions  which  make 
chewing  difficult,  and  non-smokers,  according  to 
the  FDA. 

• • • 

The  standards  now  used  to  establish  brain  death 
may  be  too  rigid,  according  to  a report  in  the 
February  1984  Archives  of  Neurology.  Doctor  Ed- 
ward V.  Spudis  and  his  colleagues  at  the  Bowman 
Gray  School  of  Medicine  report  that,  because  of 
strict  brain  death  criteria,  many  severely-ill  pa- 
tients, who  would  have  been  declared  dead  prior 
to  1969,  have  been  “zealously  maintained  on  life- 
support  systems  waiting  for  cardiac  and  renal 
failure.” 

While  the  current  standard  requires  an  elec- 
troencephalography (EEG)  reading  of  two  or  less 
microvolts,  the  researchers  suggest  that  EEG 
rhythms  hovering  in  the  range  of  two  to  four 
microvolts  may  be  false-positive  indications  of 
brain  activity.  Moreover,  they  recommend  avoid- 
ing use  of  the  terms  “present”  or  “absent”  brain 
waves.  Instead,  physicians  should  focus  on  the 
range  of  amplitude  for  any  forms  w'hich  appear 
to  be  brain  waves.  The  loss  of  amplitude,  accord- 
ing to  Doctor  Spudis,  should  be  evaluated  in  con- 
junction with  radiologic  and  imaging  studies  and 
the  results  of  blood  and  chemistry  studies. 

• • • 

The  Pharmaceutical  Division  of  Mead  Johnson  8c 
Company  recently  introduced  a new  form  of 
Cytoxan®  (cyclophosphamide)  which  substantial- 
ly reduces  the  preparation  time  required  for  the 
injectable  solution.  Company  officials  claim  that 
the  technology  utilized  for  the  lyophilization 
(freeze-dry)  process  represents  a “significant 
breakthrough”  in  terms  of  convenience  for  the 
patient.  In  its  new  form,  the  product  can  be  total- 
ly dissolved  and  ready  for  use  within  45  seconds, 
compared  to  a previous  reconstitution  time  of  up 
to  six  minutes.  First  made  available  by  Mead 
Johnson  & Company  in  1959,  Cytoxan®  is  pack- 
aged in  parenteral  and  oral  forms  and  is  indi- 
cated for  the  treatment  of  a broad  range  of  malig- 
nancies. 

• • • 

The  “shaken  baby  syndrome”  is  a common  type 
of  child  abuse  and  may  result  in  serious  injuries, 
according  to  a study  reported  in  the  February 
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1984  issue  of  the  Annals  of  Emergency  Medicine. 

Twenty  of  1,250  child  abuse  cases  reviewed  at 
the  Children’s  Hospital  of  Philadelphia  met  the 
criteria  for  the  syndrome.  Three  children,  or  15 
per  cent,  died  as  a result  of  the  abuse.  Of  the 
surviving  children,  50  per  cent  developed  such 
significant  injuries  as  blindness,  visual  and  motor 
impairments,  seizures,  and  developmental  de- 
lays. While  35  per  cent  of  the  victims  survived 
with  no  apparent  perm.anent  injuries,  the  report 
suggests  that  undetected  cases  of  shake  injury 
may  be  responsible  for  many  cases  of  mental  re- 
tardation. 

Young  children  between  the  ages  of  one  and  1 5 
months  are  most  vulnerable  to  this  form  of  injury 
because  their  weak  neck  muscles  cannot  support 
the  size  and  weight  of  their  heads.  Moreover, 
their  thin  and  fragile  central  nervous  system 
structure  and  their  brains  are  less  protected  than 
in  older  children  and  adults.  Infants  may  be  fre- 
quent victims  because  they  often  cry  for  no  ap- 
parent reason,  causing  feelings  of  frustration,  an- 
ger, and  inadequacy  in  their  parents. 

• • • 

The  first  report  of  cocaine  snorting  resulting  in 
intracranial  bleeding  is  noted  in  the  February 
1984  issue  o^  Archives  of  Neurology.  Doctor  Peter  J. 
Lichtenfeld  and  colleagues  at  the  State  University 
of  New  York  at  Stony  Brook  report  two  cases  of 
subarachnoid  hemorrhage  precipitated  by 
cocaine  snorting.  Damage  was  identified  by  com- 
puted tomographic  scans  of  the  head,  and  in- 
cluded an  aneurysm  that  required  surgery  and  a 
large  arteriovenous  malformation. 

• • • 

Norwich  Eaton  has  recently  developed  \’ivonex® 
TEN  (Total  Enteral  Nutrition),  a single  formula 
designed  to  reduce  the  inventory  requirements 
faced  by  hospitals  stocking  more  than  40  enteral 
formulas.  Intended  for  utilization  in  patients  suf- 
fering from  stress,  impaired  digestion,  or  mal- 
nutrition and  cachexia,  \4vonex®  TEN  may  be 
administered  through  feeding  tubes  or  orally.  It 
also  may  be  used  for  bowel  preparation  prior  to 
diagnostic  and  surgical  procedures  and  as  a tran- 
sition diet  between  parenteral  and  normal  oral 
feeding. 

• • • 

The  DuPont  Company  recently  introduced  two 
medical  assay  kits  to  assist  clinicians  in  developing 
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INTERNAL 

MEDICINE 


Exceptional  opportunity  available  to  take 
over  profitable  internal  medicine  practice 
in  Providence;  near  major  hospitals:  will 
remain  to  introduce. 


Call:  942-3356 
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Prime  Location  between 
Cumberland,  Woonsocket,  and 
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2213  Mendon  Road 
Woonsocket,  Rhode  Island  02895 

Beautiful  new  medical  building  with 
ample  parking,  complete  installed  fire 
and  security  system,  laboratory  ser- 
vices, ultrasound  . . . ready  for  occu- 
pancy, close  to  highways. 

For  further  information,  please  call 
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appropriate  therapeutic  management  of  breast 
cancer.  Designed  to  be  used  together,  the  two 
methods  are  intended  to  detect  estrogen  and 
progestin  receptors  in  the  breast  tissue.  A positive 
assay  would  indicate  that  tumor  growth  has  been 
influenced  by  normal  female  hormones  and  sug- 
gest surgical  intervention.  Negative  results  would 
indicate  the  utilization  of  such  alternative  ther- 
apies as  chemotherapy. 

While  the  correlation  between  estrogen  and 
progestin  receptors  in  breast  tumors  and  hor- 
monal therapy  was  first  reported  in  1974, 
DuPont  officials  claim  that  their  new  product  is 
the  first  commercially-available  standardized 
method  for  detecting  these  receptors. 

• • • 

Injectable  collagen  is  an  “easy-to-use,  safe,  and 
effective  method”  for  reducing  the  visual  impact 
of  some  facial  wrinkles  and  scars,  according  to  a 
study  reported  in  the  February  1984  issue  of  Ar- 
chives of  Otolaryngology.  In  a review  of  results  in 
300  patients  at  the  University  of  Southern  Cali- 
fornia School  of  Medicine,  it  was  found  that  such 
age-related  facial  lines  as  vertical  “frown”  fur- 
rows and  creases  around  the  mouth  responded 
well  to  collagen  treatments.  The  results  with  acne 
scars  were  variable.  Delayed  hypersensitivity,  the 
only  serious  complication  reported,  developed  in 
1.3  per  cent  of  the  patients  who  developed  such 
reactions  as  persistent  redness,  swelling,  and 
itching. 

• • • 

The  consequences  of  public  fears  about  the  ac- 
quired immune  deficiency  syndrome  (AIDS)  and 
blood  transfusions  pose  a more  significant  threat 
to  public  health  than  the  disease  itself,  according 
to  the  American  Council  on  Science  and  Health 
(ACSH),  an  independent  research  organization. 
In  the  January  1984  issue  of  ACSH  News  and 
Views,  it  was  noted  that  the  actual  danger  of  con- 
tracting AIDS  from  a blood  transfusion  is  ex- 
tremely remote.  Moreover,  last  March  the  volun- 
tary blood  banking  organizations  which  collect 
the  majority  of  blood  used  in  the  United  States 
initiated  procedures  to  exclude  members  of 
groups  at  high  risk  for  AIDS  from  donating 
blood. 

Blood  banking  organizations  have  opposed  the 
concept  of  “directed  donations”  where  blood  is 
donated  for  a specific  patient  by  family  and 
friends.  It  has  been  emphasized  that  such  dona- 
tions are  not  necessarily  safer,  could  seriously 

(continued  on  page  294) 
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421-6900 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 
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(continued  from  page  292) 

disrupt  the  national  blood  banking  system,  and 
create  new  hazards  by  requiring  additional  cleri- 
cal and  administrative  steps,  thus  increasing  the 
potential  for  fatal  errors. 

• • • 

The  American  Council  on  Science  and  Health 
recently  warned  that  “skillfully  worded,  but  mis- 
leading” vitamin  advertisements  may  induce  con- 
sumers to  buy  unnecessary  vitamin  supplements. 
The  January  issue  of  the  organization’s  newslet- 
ter presents  details  on  some  specific  vitamin 
advertisements  that  have  been  reviewed  by  the 
National  Advertising  Division  of  the  Better  Busi- 
ness Bureau  because  of  their  potential  misrepre- 
sentation. The  current  most  popular  theme  in 
vitamin  advertising  is  stress  and  its  effects  on 
vitamin  requirements.  This  presents  a serious 
problem  as  “stress”  is  not  defined  consistently, 
making  it  difficult  to  measure  the  efficacy  of  vita- 
min supplements. 

• • • 

Although  cancer  is  the  second  leading  cause  of 
death  in  the  United  States,  the  incidence  of  most 
cancers,  excluding  carcinoma  of  the  lung,  has  not 
increased  during  the  past  40  years.  The  Novem- 
ber-December  1983  issue  of  the  Dairy  Council 
Digest,  published  by  the  National  Dairy  Council, 
reports  on  several  population  surveys,  ex- 
perimental animal  studies,  and  in  vitro  tests  which 
relate  dietary  factors  to  the  pathogenesis  of  can- 
cer of  the  breast,  large  bowel,  prostate,  and  stom- 
ach. While  the  direct  impact  of  diet  on  car- 
cinogenesis currently  remains  unclear,  the  Digest 
notes  that  several  possibilities  have  been  investi- 
gated. Among  these  are  the  probability  that  diet 
may  contain  carcinogens  (eg,  aflatoxin),  precar- 
cinogens (eg,  nitrate),  or  natural  inhibitors  (eg, 
indoles).  Indirectly,  diet  may  alter  hormone 
levels,  host  immune  functions,  cell  membrane 
permeability,  and  intestinal  flora,  which  in  turn 
may  modulate  the  growth  of  tumors.  Moreover, 
excess  energy,  lipids,  and  protein  are  suspected 
of  increasing  carcinogenesis,  while  vitamins  A,  C, 
and  E and  the  trace  element  selenium  may  stimu- 
late a protective  effect.  While  the  Digest  cautions 
that  “much  remains  to  be  learned  about  the  diet- 
cancer  hypothesis,”  it  suggests  that  a nutritional- 
ly-balanced diet  and  maintenance  of  a desirable 
body  weight  are  “the  best  advice  for  reducing  the 
risk  of  cancer  and  improving  overall  health.” 


Information  for  Authors 

Manuscripts:  Manuscripts  will  be  accepted  for  consideration 
with  the  understanding  that  they  are  original  contributions, 
have  never  been  published  or  submitted  elsewhere,  and  are 
submitted  only  to  the  Rhode  Island  Medical  Journal. 

Specifications:  Manuscripts  must  be  original  typed  copy  (not 
all  capitals)  on  8'/2xll  inch  firm  tvpewriter  paper,  ciouble- 
spaced  (including  the  text,  case  reports,  legends,  tables,  and 
references)  with  1 Vi  inch  margins.  Carbon  copies  will  not  be 
accepted.  Subheadings  must  be  inserted  at  reasonable  inter- 
vals to  break  the  tvpographic  monotony  of  the  text.  Pages 
must  be  numbered  consecutively.  Italics  and  boldface  print 
are  never  used  except  as  subheadings. 

Abbreviations:  The  journal  attempts  to  avoid  the  use  ofjargon 
and  abbreviations.  All  abbreviations,  especially  of  laboratory 
and  diagnostic  procedures,  must  be  identified  in  the  text. 

Title  page:  All  manuscripts  must  include  a title  page  which 
details  the  following  information:  (1)  a brief  title;  (2)  the 
name  of  the  author  or  authors  with  the  highest  academic 
degree  (ie,  MD,  PhD);  (3)  a concise  biographical  description 
for  each  author  which  includes  specialty,  practice  location, 
academic  appointments,  and  primary  hospital  affiliation;  (4) 
mailing  address  of  principal  author;  and  (5)  office  telephone 
number  of  principal  author. 

Illustrations:  Authors  are  urged  to  use  the  services  of  profes- 
sional illustrators  and  photographers.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white  paper.  Clear, 
black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  by  handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (lOO  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Respomibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  bv  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  W'hen  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botli  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  oy  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text,  .-^ll 
references  must  be  checked  to  assure  complete  accuracy. 
Each  Journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  dif  ferent  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarelv  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  onlv  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 


294 


Rhode  Island  Medical  Journal 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  POR.  The  following  is  a brief  summary. 


This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
spanng  agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sutfonamide<ierived  drugs 
Warnings;  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markediy  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities  It 
IS  more  likely  in  Ihe  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*’  "Hake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  if  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corlicosleroicis  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  m 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  wHh  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  passible  blood  dyscrasias.  liver  damage,  ofher  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopienia,  thrombocyto- 
* paf'a.  agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  retailed  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  meilitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  respwnsiveness  to  norepinephrine  have 
been  retailed  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
lubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
pieriodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensrve  effects  may  be  enhanced  in  post-sympathectomy 
pattens  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  »:  renal  stones  in  asstxiation  with  the  other  usual 
calculus eomponents  Therefore.  DyazkJe  should  be  used  with 
caution  -n  patients  with  histones  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomelhacin  Therefore,  caution  is 
advised  n admtnislenng  nonsteroidal  anti-inflammatory  agents 
with  Dya/ide  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insu  in  requirements  may  be  altered)  hyperuricemia  and  gout, 
digisiis  intnxicalion  (m  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes  with  fluores- 
cent mfeBSurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide  but  should  it  develop  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potass-um  rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  currective  measures  and  Dyazide'  should  labora- 
tory values  reveal  etevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hypjonatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia 5^im  PBI  levels  may  decrease  without  signs  of  thyroid 
disturUinse  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  he  withdrawn  before  conducting  tests  tor  para- 
'tiyrOld  funutiur- 

Thiaz.-te  may  add  to  or  potentiate  the  action  of  other  antihyper- 
If;:  iSiVe  drug: 

■ -h  r'eacB  radticc-  re  ' :earance  of  lithium  and  increase  the  risk 
-ji  .Hhiuni  torW'.ry 

Advana  Raacttoru:  Moscfe  cramps,  weakness,  dizziness,  head- 
y ne.  rjry  ir-aphylaxis.  rash,  urticaria,  photosensitivity. 

: iToura  oihQ' der—iaifiiogical  conditions,  nausea  and  vomiting, 
-:  iThea  '.crx^i-aton.  other  gastrointestinal  disturbances,  pos- 

■ -'.;i  hyuute-'s may  be  aggravated  by  alcohol,  barbiturates, 
--a.  .-;ol‘cs  Nticrolizing  vasculitis,  paresthesias,  icterus 

-.•icrtiiiiiir.  lantr.spsia  and  respiratory  distress  including  pneu- 

■ onitis  and  puMnonary  edema  transient  blurred  vision,  sialade- 
"is  and  vea-j.j  havh  occurred  with  thiazides  alone  Triamterene 

■ as  been  found  m renal  stones  in  association  with  other  usual 
alcuiu-  components  Rare  incidents  of  acute  interstitial  nephritis 

■lave  been  lopotled  Impotence  has  been  reported  in  a lew 
■atienis  c-n  Cfyazide  although  a causal  relationship  has  not 
■xwn  estan.ished 

Supplied:  Dyazide  It  supplied  In  boftfet  of  1000  capsules; 
Single  Unit  Packages  (unit-dose)  of  100  (Intended  tor  Instltu- 
onal  use  only);  In  Patlent-Pak'  unit-ot-use  bottlex  of  100. 
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Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  PrecautiofEj: 
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DYAZTlWr 

Each  cap.sulc  contains  50  mg.  of  DyTcnium*  (brand 
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FOR  THE  PREDIQABIUTY 
CONFIRMED  BY  EXPERIENCE 

DALMANEig 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'*’ 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^ ' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'''®  '^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  dehiliiated  patients 
Contraindicated  during  pregnancy 


DALMAHE^ 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  at.  Clin  Pharmacol  Ther 
72:691  -697.  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363.  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583.  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  77?er  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A.  Kales  JD:  J Clin 
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DALMANE'  ® 

flurazepam  HCI/Roche 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which  foilows: 
indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pr^nancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requinng 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manali,  Puerto  Rico  00701 


FOR  A COMPLETE  NIGHT'S  SLEEP  . 
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STANDS  A(MT 

15-MG/30-M(|  CAPSULES 


See  preceding  page  for  references  and  summary  of  product  information. 
Copynght  © 1984  by  Roche  Products  Inc  All  nghts  reserved. 
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17  HAVE  YOU  HEARD? 


Seminar,  September  17th 


TRUE  OR  FALSE: 


DOCTORS  ARE  TRAINED  IN  MEDICINE, 
NOT  RUSINESS. 


The  answer  can  be  ambiguous.  Certainly  you  knew  enough  about  business  to 
get  to  where  you  are  today.  However,  the  demands  of  your  profession  leave 
little  time  to  consider  more  efficient  and  effective  office  management. 


GIVE  YOUR  OFFICE  MANAGER  A BREAK 

An  office  automation  seminar  is  being  offered  by  CompUtopia  on  September 
17th,  7:00  P.M.,  at  our  Providence  location.  In  addition  to  discussing  the  ad- 
vantages of  word  processing,  an  extraordinary  software  package  called  Med-1 
will  be  introduced  to  Rhode  Island.  Mr.  Tom  Gledhill,  President  of  National 
Medical  Systems  and  developer  of  Med-1,  will  give  a short  presentation. 

More  than  80  medical  practices  in  Massachusetts,  Vermont,  New  Hampshire, 
and  New  York  have  benefited  from  Med-1.  Last  month.  National  Medical 
Clinics  picked  Med-1  for  its  400  offices  nationwide. 


USED  FOR  OVER  10  YEARS 


The  advantages  of  Med-1  are  threefold:  it’s  been  around  10  years,  so  it’s 
'dime  tested.”  Secondly,  as  insurance  forms  change,  it  is  automatically  adap- 
ted to  fit.  Finally,  your  staff  is  given  thorough  training  at  your  offices. 

For  a one  hour  investment  of  time  at  this  seminar,  you  can  get  a return  that 
keeps  on  giving. 

You  give  your  patients  the  best  care  possible.  Now  you  can  do  the  same  for 
your  staff. 

Bring  your  office  manager!  For  reservations  to  this  limited-attendance 
seminar,  call  Deborah  Bellanger,  CompUtopia,  274-0330. 

CompUtopio 

A Division  of  g53  providence,  Rl  02904 

GENERAL  TECHNOLOGY  CORP.  mg  Post  Road,  Warwick,  Rl  02888 


Newsletter 


AMA  RESPONDS  TO  RIMS  CONCERNS  ABOUT 
MALPRACTICE  CRISIS 

Following  intense  debate  at  the  June  17-21 
annual  meeting  of  the  American  Medical 
Association  House  of  Delegates,  the  AMA 
Board  of  Trustees  appointed  a special  task 
force  to  address  the  growing  malpractice 
crisis . 

The  new  group  has  been  charged  with  estab- 
lishing a public  education  program  on  the 
issue,  helping  state  and  county  medical 
societies  organize  risk  management  seminars, 
stimulating  the  formation  of  legislative 
coalitions  to  seek  tort  reform,  and  devel- 
oping potential  solutions  with  insurance 
carriers . 

A toll-free  hotline  also  is  to  be  estab- 
lished at  the  AMA  headquarters  in  Chicago 
to  enable  physicians  to  consult  with  AMA 
staff  on  malpractice-related  issues. 


FEDS  PROPOSE  NEW  RULES  ON  DRG 
CERTIFICATION  REQUIREMENT 

In  response  to  numerous  objections  from 
physicians  and  hospitals,  the  federal 
Health  Care  Financing  Administration  (HCFA) 
has  proposed  several  changes  in  the  so- 
called  certification  statement  now 
required  for  hospitalized  Medicare  pa- 
tients. The  proposal  was  published 
in  the  July  3 issue  of  the  Federal 
Register. 

Under  the  diagnosis-related  group  (DRG) 
reimbursement  system,  physicians  currently 
must  attest  to  the  accuracy  of  the  "iden- 
ti  ication  of  the  principal  and  secondary 
diagnoses  and  the  procedures  performed." 

The  penalty  for  supplying  false  informa- 
tion, the  statement  reads,  may  be  "imprison- 
me  t,  fine,  or  civil  penalty."  In  addi- 
tion to  objecting  to  the  statement’s 
de;.'.eaning  wording,  physicians  have  pointed 
ou*^  that  it  is  impossible  for  them  to 
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The  action  was  taken  as  the  result  of  reso- 
lutions from  five  state- med-ieal  -eecieties , 
including  Rhode  Island,  on  the  mounting 
crisis.  The  RIMS  resolution,  approved  at 
the  Society's  May  23  annual  meeting,  called 
for  the  AMA  to  evaluate  tort  reform  initia- 
tives which  have  survived  judicial  challenge 
and  to  develop  model  state  legislation. 

All  five  resolutions  were  referred  with 
"high  priority"  to  the  AMA  Board  of  Trustees. 

The  AMA  move  is  intended  to  stem  the  rapidly 
deteriorating  professional  liability  situa- 
tion. At  a recent  meeting  of  the  Physician 
Insurers  Association  of  America  (PIAA) , the 
organization  which  represents  the  36  physi- 
cian-owned malpractice  carriers  in  the  US, 
it  was  reported  that  22  companies  had  in- 
creased their  rates  in  1983  and  the  others 
planned  substantial  premium  hikes  this  year. 

A California  physician-owned  reciprocal. 
Physicians  and  Surgeons  Insurance  Exchange, 
[continued  on  pago.  337) 


verify  the  accuracy  of  the  International 
Classification  of  Disease  (ICD)  code  sum- 
marizing the  diagnoses  and  procedures  per- 
formed. More  than  13,000  individual  code 
listings  are  possible  under  the  ICD  system. 

HCFA  has  proposed  that  physicians  instead 
be  required  to  verify  the  accuracy  of  the 
"narrative  descriptions"  on  Medicare  bill- 
ing forms.  While  the  penalty  clause  would 
be  eliminated  from  individual  claim  forms, 
physicians  still  would  be  required  to  sign 
an  annual  statement  which  acknowledges 
the  civil  and  criminal  penalties  for  falsi- 
fying information.  The  signed  statements 
would  be  maintained  by  the  hospital  and 
made  available  to  HCFA  upon  request. 

HCFA  contends  that  "certification  and  penal- 
ty statements"  are  part  of  the  standard 
procedure  for  all  suppliers  of  goods  and 
services  to  the  federal  government  or  to 
its  beneficiaries. 

(contimizd  on  page,  337) 
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JUA  RECEIVES  30  PER  CENT  PREMIUM  HIKE 

The  Rhode  Island  Department  of  Business 
Regulation  has  granted  a substantial  in- 
crease to  the  Medical  Malpractice  Joint 
Underwriting  Association  (JUA)  of  Rhode 
Island.  The  new  rates  for  malpractice 
insurance  coverage  are  in  effect  for  all 
policies  issued  after  June  30,  1984. 

According  to  a JUA  spokesman,  there  is  an 
11.5  per  cent  premium  increase  for  the  ba- 
sic limits  coverage  of  $100,000/$300,000 
($100,000  per  incident  per  year  with  a 
maximum  annual  payout  of  $300,000  for  up 
to  three  incidents),  and  a 16.7  p-er  cent 
hike  in  the  increased  limits  factor  for 
policies  covering  a maximum  of  $1M/$3M. 

The  net  effect  of  the  increase  for  physi- 
cians carrying  both  basic  limits  policies 
and  increased  limits  coverage  will  be 
30  per  cent. 

During  a June  4 hearing  before  the  Depart- 
ment of  Business  Regulation,  the  JUA  had 
sought  a 44.6  per  cent  premium  increase 
for  the  basic  limits  coverage  and  a 25.9 
per  cent  hike  in  the  increased  limits 
factor. 

The  Society  was  represented  at  the  hearing 
by  E.  James  Stergiou  of  the  New  York  actu- 
arial firm  Woodward  & Fondiller.  Stergiou 
has  testified  at  previous  rate  hearings  on 
behalf  of  the  Society  and  the  Office  of  the 
Attorney  General. 

MEDICARE  FEES  FROZEN  UNTIL  OCTOBER  1985 

In  a compromise  provision  developed  by  the 
US  House-Senate  Budget  Reconciliation  Con- 
ference Committee,  Congress  in  late  June 
approved  freezing  Medicare  payments  to 
physicians  at  the  June  30  level  for  the 
next  15  months. 

Adopted  as  part  of  the  federal  budget  for 
fiscal  year  1985,  the  measure  will  require 
federal  monitoring  of  every  physician  who 
does  not  sign  a formal  "participation  agree- 
ment" with  the  Medicare  program.  Partici- 
pating doctors  must  agree  to  accept  the 
assignment  of  benefits  for  all  services 
to  all  Medicare  patients.  While  "partici- 


MEDICARE  FREEZE  (continued) 

pating  physicians"  may  increase  their  bill- 
ing charges  to  Medicare  beneficiaries,  for 
the  next  15  months  they  must  accept  the 
frozen  fee  allowance  as  payment  in  full 
for  all  Medicare  patients.  When  the  freeze 
is  lifted  on  October  1,  1985,  only  these 
participating  physicians  will  be  granted 
increases  in  their  customary  fee  profiles. 

The  claims  submitted  by  non-participating 
physicians,  ie,  those  who  elect  to  make  fee. 
decisions  on  a case-by-case  basis,  will  be  f 
scrutinized  for  violations  of  the  freeze.  ! 

If  a pattern  of  increasing  fees  to  Medicare 
beneficiaries  is  found,  the  physician  could 
be  liable  for  up  to  $2,000  per  violation 
and  possible  expulsion  from  the  Medicare 
program  for  up  to  five  years. 

The  Congressional  action  also  changes  the 
date  for  revising  physician  fee  profiles 
from  July  1 to  October  1,  starting  next 
year.  The  provision’s  sponsors  claim  that 
the  measure  will  save  Medicare  an  estimated 
$2.9  billion  during  the  next  three  years. 

NEW  STUDY  OF  CANCER  MANAGEMENT  ANNOUNCED 

Physicians  and  researchers  from  Brown  Uni- 
versity, Roger  Williams  General  Hospital, 
Rhode  Island  Hospital,  and  other  area  hos- 
pitals recently  initiated  a study  of  cancer 
management  in  geriatric  patients. 

Under  the  study  protocol,  all  newly-diag- 
nosed cases  of  cancer  of  the  breast,  colon, 
and  lung  will  be  tracked  from  the  week  of 
diagnosis.  After  one  year,  the  disposition 
of  these  patients  (remission,  continuing 
therapy,  or  death)  will  be  determined  from 
the  medical  records. 

The  study  investigators  also  plan  to  ask 
the  treating  physicians  to  indicate  which 
factors  influenced  the  selection  of  thera- 
pies. With  the  prior  approval  of  the  treat- 
ing physician,  a small  group  of  patients 
also  will  be  interviewed. 

The  purpose  of  the  study,  according  to  Dr 
Francis  J.  Cummings,  Chairman,  RIMS  Cancer 
Committee,  is  to  determine:  1)  if,  as  sus- 
pected, many  elderly  patients  present  at  a 


336 


Rhode  Island  Medical 


CANCER  (continued) 

later  stage  of  disease  than  younger  pa- 
tients; and  2)  if  the  fact  of  the  patient’s 
age  and  such  limitations  as  restricted  mo- 
bility and  inadequate  family  support  influ- 

I ence  therapy  decisions. 

i 

For  further  information,  physicians  should 
, call  Dr  Cummings  at  456-2060  or  Dr  Vincent 
Mor  at  836-3490. 


MALPRACTICE  (continued) 

which  had  insured  4,000  member  physicians, 
recently  was  declared  insolvent.  The  Flori- 
da Physicians  Insurance  Reciprocal,  respon- 
sible for  insuring  one- third  of  the  state's 
physicians,  currently  is  under  investiga- 
tion because  of  concerns  about  its  finan- 
cial stability. 

Joint  underwriting  associations  (JUAs)  also 
have  come  under  substantial  pressures  to 
raise  their  rates.  A request  by  the  Flori- 
da JUA,  which  insures  some  350  physicians 
and  13  hospitals,  for  a 77  per  cent  average 
rate  increase  recently  was  approved.  The 
Massachusetts  JUA  has  implemented  a 42  per 
cent  increase  after  its  request  for  a 167 
per  cent  hike  was  denied.  In  Rhode  Island, 
the  JUA  in  late  June  obtained  a premium 
rate  increase  which  may  be  as  high  as  30 
per  cent  for  physicians  carrying  the  maxi- 
mum coverage. 

JUA  representatives  and  insurance  company 
officials  have  claimed  that  the  increases 
are  necessary  because  higher  jury  awards 
in  medical  liability  cases  have  resulted 
in  larger  settlements. 

DRG  CERTIFICATION  STATEMENTS  (continued) 

The  AMA  recently  reiterated  its  strenuous 
objections  to  any  requirement  for  a DRC 
certification  statement.  In  a July  17  let- 
ter to  HCFA  Administrator  Carolyne  Davis,  PhD, 
AMA  Executive  Vice-President  Dr  James  H. 
Sammons  said,  "The  proposed  modified  require- 
ment, even  though  changed  substantially  as 
to  procedure,  remains  objectionable  and 
should  be  deleted."  The  wording  was  the 
subject  of  more  than  30  resolutions  con- 
sidered by  the  AMA  House  of  Delegates  at 
its  June  meeting. 

It  has  been  reported  that  while  both  Dr 
Davis  and  Margaret  Heckler,  Secretary, 


DRG  CERTIFICATION  STATEMENT  (continued) 

Department  of  Health  and  Human  Services, 
are  S5mipathetic  to  physician  concerns,  the 
DHHS  Office  of  the  Inspector  General  main- 
tains that  the  language  is  necessary  to 
prosecute  fraud. 

PMA  AUXILIARY  PRESENTS  SCHOLARSHIP 

The  Providence  Medical  Association  Auxil- 
iary recently  presented  a $1,000  scholarship 
to  Edmund  Billings,  Jr.  of  Barrington. 
Billings,  the  son  of  Dr  and  Mrs  Edmund  Bill- 
ings, Sr.,  is  a third-year  student  at  the 
University  of  Vermont  Medical  School.  Con- 
tributions to  the  PMA  scholarship  fund  are 
tax-deductible  and  may  be  sent  to  the  PMA 
Auxiliary,  106  Francis  Street,  Providence, 
Rhode  Island  02903. 

PERIPATETICS 

Members  recently  in  the  news  include: 

• Dr  Seebert  J.  Goldowsky,  Editor-in-Chief , 
Rhode  Island  Medical  Journal,  delivered 

a brief  address  on  the  life  and  times  of 
Dr  Charles  V.  Chapin  at  the  May  30  desig- 
nation of  the  State  Laboratory  Building 
as  the  Charles  V.  Chapin  Building. 

• The  Massachusetts  Association  of  Blood 
Banks  recently  presented  its  Morten 
Grove-Rasmussen  Award  to  Dr  Ronald  A. 
Yankee,  Medical  Director,  Rhode  Island 
Blood  Center,  Providence,  for  his  re- 
search on  platelet  and  white  cell  trans- 
fusion therapy. 

• New  officers  of  the  Rhode  Island  Dis- 
trict Branch,  American  Psychiatric 
Association,  include  Drs  William  Braden, 
President;  Paul  E.  Sapir,  Immediate  Past 
President;  Lowell  J.  Rubin,  President- 
Elect;  and  Robert  Johnston,  Secretary- 
Treasurer. 

• Dr  Raymond  Moffltt,  Providence,  has  been 
elected  a fellow  of  the  American  Society 
for  Lasers  in  Medicine  and  Surgery.  Dr 
Mof f itt , chief  emeritus  of  gastroentero- 
logy, St.  Joseph  Hospital,  recently  was 
honored  by  the  hospital  for  his  contri- 
butions. Other  members  recognized  at  the 
hospital  ceremony  were  Drs  Guy  Geffroy, 
David  Barry,  Francis  Catanzaro,  and 
Ralph  Pike.  The  honored  physicians  have 
provided  a total  of  more  than  150  years 
of  direction  as  leaders  of  their  respec- 
tive medical  or  surgical  services. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH; 


THROUGH  THE  MEDICARE  MAZE:  MORE  ON  THE  FEE  FREEZE 

Many  of  the  details  concerning  the  "Medicare  freeze"  remained  unclear  at  press  time 
last  month  ("Impact  of  the  Fee  Freeze,"  RI  Med  J 67[7]:300).  The  impact  of  HR  4170, 
the  Deficit  Reduction  Act  of  1984,  on  all  physicians,  whether  or  not  they  sign  for- 
mal "participation  agreements"  under  the  Medicare  program,  will  be  immediate  and 
farreaching.  Based  on  the  report  of  the  House-Senate  conference  committee  which 
drafted  the  law,  the  following  changes  will  be  implemented  by  the  Health  Care  Financing 
Administration  (HCFA)  and  Blue  Cross  & Blue  Shield  of  Rhode  Island,  the  Medicare  inter- 
mediary for  the  state. 

Att  phy^^CARyii) : 

The  customary  and  prevailing  charge  levels  recognized  by  Medicare  will  remain  frozen 
at  the  level  in  effect  on  June  30,  1984  until  October  1,  1985.  Customary  charges, 
according  to  Medicare  terminology,  are  what  the  individual  physician  bills  for  a ser- 
vice at  least  50  per  cent  of  the  time.  The  prevailing  charge  represents  the  average 
of  community-wide  charges  by  physicians  of  comparable  training  for  the  same  service. 

The  provision  eliminates  the  increase  scheduled  for  July  1984,  postpones  the  increase 
previously  planned  for  July  1985,  and  sets  a reduced  basis  for  revising  physician  fee 
profiles  after  the  15-month  freeze  is  lifted. 

Medicare  carriers  will  be  required  to  develop  a list  indicating  the  percentage  of 
claims  accepted  on  an  assigned  basis  by  all  physicians.  Blue  Cross  & Blue  Shield  of 
Rhode  Island  published  such  a list  earlier  this  year. 

VaAt^CyipaXxng  phyAyicMHU: 

The  law  creates  a new  category  of  "participating  physicians,"  ie,  those  who  agree  to 
accept  Medicare  assignment  for  all  Medicare  claims  for  all  Medicare  patients.  For- 
mal "participation  agreements"  must  be  signed  by  the  physician.  The  agreement  remains 
in  effect  for  one  year  and  enrollment  will  be  limited  to  an  election  period  held  once 
annually.  New  physicians  and  physicians  who  move  to  a new  area  can  enter  into  an 
agreement  at  any  time  during  the  year. 

During  the  freeze,  "participating  physicians"  will  be  permitted  to  continue  billing 
Medicare  for  their  customary  charges.  While  the  customary  and  prevailing  charges 
recognized  by  the  program  will  be  frozen,  any  increases  in  the  physician's  billing 
will  be  considered  in  revising  the  customary  charge  profile  of  the  "participating 
physician"  at  the  end  of  the  freeze. 

HCFA  plans  to  offer  several  inducements  to  encourage  physicians  to  sign  participation 
agreements.  Among  the  inducements  are  inclusion  in  a list  of  "participating  physi- 
cians" to  be  provided  to  users  of  a toll-free  hotline,  electronic  billing  of  claims 
where  offered  by  the  Medicare  Part  B carrier,  and  the  ability  to  bill  the  Medicare 
supplemental  insurance  carrier  (Medigap)  for  the  full  amount  permitted  by  Medicare. 

The  Medigap  carrier  in  turn  will  collect  the  basic  coverage  from  the  Medicare  inter- 
mediary. 

Non-pcinAU.CyipcitZng  phy6^ciAjiyu> : 

Physicians  who  do  not  sign  formal  participation  contracts  will  not  be  allowed  to  bill 
Medicare  beneficiaries  any  charges  during  the  15-month  freeze  that  are  higher  than 
those  billed  during  April,  May,  and  June  1984.  Civil  monetary  penalties  up  to  $2,000 
per  violation  and  possible  expulsion  from  the  program  for  up  to  five  years  will  be 
imposed  against  physicians  who  "knowingly  and  willfully"  bill  higher  charges. 
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SEMI-ANNUAL  CALENDAR  OF  CONTINUING 
MEDICAL  EDUCATION  EVENTS 


NOTE:  Lectures  and  courses  are  listed  by  the  date,  sponsor,  topic,  speaker,  and 
telephone  number  for  additional  information.  Please  call  the  contact  number  for 
specific  information  concerning  the  program. 


AUGUST 

4 Women  & Infants  Hosp,  "Benefits  of  Tight  Metabolic  Control  of  the 

Pregnant  Diabetic,"  Kurt  Fuhrman,  MD,  274-1100  ext  1584 

11  Women  & Infants  Hosp,  "Nutritional  Support  of  the  GYN  Cancer  Patient," 
Robert  Girtanner,  MD,  274-1100  ext  1584 

13-16  Rhode  Island  Hospital,  "Symposium  on  Diagnostic  Imaging,"  speakers  to 

be  announced,  277-4707 

14  Roger  Williams  General  Hosp,  "Breast  Cancer  Adjuvant  Chemotherapy, 

1984,"  Francis  J.  Cummings,  MD,  456-2033 

18  Women  & Infants  Hosp,  "GYN  Surgical  Gomplications , " Samir  Moubayed,  MD, 

274-1100  ext  1584 

28  Roger  Williams  General  Hosp,  "Evaluation  and  Treatment  of  the  Hyper- 

tensive Patient,"  Charles  Swartz,  MD,  456-2033 

SEPTEMBER 

4 St  Joseph  Hosp,  "Collagen  Disease:  Diagnosis  and  Management,"  Salvatore 

Allegra,  MD,  456-3005 

4 Roger  Williams  General  Hosp,  "The  Effect  of  Anihypertensive  Agents  on 

Sudden  Death,"  Drs  Marc  S.  Weinberg,  Richard  J.  Solomon,  William  Cas- 
telli,  Richard  Shulman,  Charles  Naggar,  456-2038 

6 General  Hosp-RIMC,  "Epidemiology  of  Tuberculosis  and  Allied  Mycobac- 

terial Diseases,"  Stanley  M.  Aronson,  MD,  464-3493 

6 Inst  of  Mental  Health,  "Update  on  Research  Programs  at  the  RI  Psychia- 

tric Research  and  Training  Ctr,"  Thomas  Kucharski,  PhD,  464-2416 

8 General  Hosp-RIMC,  "Clinical  Pathological  Conference,"  Pasquale  F. 

Finelli,  MD,  464-3493 

10  General  Hosp-RIMC,  "Mental  Disorders  & Brain  Tumors,"  Srecko 

Pogacar,  MD,  464-3493 

12  Inst  of  Mental  Health,  "Forensic  Issues,"  Manuel  Soria,  MD,  464-2149 

14  Kent  County  Memorial  Hosp,  "Alcoholism  in  Community  Hospitals,"  Bruno 
Franek,  MD,  737-7000 

15  Women  & Infants  Hosp,  "GYN  Surgical  Complications,"  S.  Moubayed,  MD, 
274-1100  ext  1584 
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SEPTEMBER 


17 

Woonsocket  Hosp,  "Angina,"  Robert  J.  Capone,  MD,  767-3211  ext  2311 

17 

Rhode  Island  Hosp,  "Grand  Rounds  (Diagnostic  Radiology),"  Richard 
Pfister,  MD,  277-5184 

20 

General  Hosp-RIMC,  "Epidemiology  of  the  Mycoses,"  Stanley  M.  Aronson,  MD, 
464-3493 

20 

Inst  of  Mental  Health,  "Borderline  Personality  Disorder,"  Richard  Cote, 
JD;  Manuel  E.  Soria,  MD,  464-2416 

21 

Kent  County  Memorial  Hosp,  "Update:  Holter,  Treadmills,  and  Thallium 

Scans,"  Drs  Felix  Balasco,  Hossein  A.  Shushtari,  Oswaldo  Velis,  737-7000  ^ 

22 

Women  & Infants  Hosp,  "Cost  Containment  in  OB/GYN,"  Mary  Dowd  Struck, 
Richard  Showalter,  274-1100  ext  1584 

24 

General  Hosp-RIMC,  "Enteral  Nutrition  by  Tube  Feedings  in  Acute  and 
Chronic  Illness,"  H.T.  Randall,  MD,  464-3493 

25 

Roger  Williams  General  Hosp,  "The  Practical  Use  of  the  Laboratory  in 
the  Diagnosis  and  Management  of  Rheumatic  Disease,"  Mark  Hockberg,  MD 

26 

Inst  of  Mental  Health,  "Administration  in  a State  Hospital,"  Robert  R. 
Reidy,  464-2149 

28 

Kent  County  Memorial  Hosp,  "Gastroenterology,"  Richard  McCallum,  MD, 
737-7000 

29 

Women  & Infants  Hosp,  "Cost  Containment  in  OB/GYN,"  Mary  Dowd  Struck, 
Richard  Showalter,  274-1100  ext  1584 

OCTOBER 


2 

St  Joseph  Hosp,  "Dermatosis:  Diagnosis  and  Management,"  Frank  Veltri, 

MD,  456-3005 

4 

Inst  of  Mental  Health,  "Application  of  Neo-Therapy,"  Roger  Richard- 
son, PhD,  464-2416 

4 

General  Hosp-RIMC,  "Epidemiology  of  Mycoses  and  CNS  Involvement," 
Stanley  M.  Aronson,  MD,  464-3493 

5 

Kent  County  Memorial  Hosp,  "Depression  in  the  Elderly,"  Jonathan 
Leiff,  MD,  737-7000 

9 

Roger  Williams  General  Hosp,  "Immunopathegenesis  of  SLE,"  Norman  Talol,  MD 
456-2033 

11 

Inst  of  Mental  Health,  "Personality  Disorders,"  Vsevolod  Sadovnikoff,  MD, 
464-2149 

11 

General  Hosp-RIMC,  "Epidemiology  of  Genito-Urinary  Infections,"  Stanley 
Aronson,  MD,  464-3493 

18 

General  Hosp-RIMC,  "Epidemiology  of  Enteric  Infections,"  Stanley  M. 
Aronson,  MD,  464-3493 
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OCTOBER 


18 

Inst  of  Mental  Health,  "Application  of  Corduroy  Therapy-Mumledipeg, " 

Roger  Richardson,  PhD,  464-2416  j 

20 

Women  & Infants  Hosp,  "GYN  Surgical  Complications,"  Samir  Moubayed,  MD 

23 

Roger  Williams  General  Hosp,  "Update  on  the  Mechanisms  and  Management 
of  Inflammation,"  Jerry  Daniels,  MD,  456-2033 

24 

Inst  of  Mental  Health,  "Overview  on  Affective  Disorders,"  Constantine 
Loures,  MD,  464-2149 

25 

Woonsocket  Hosp,  "Rheumatology  Update,"  Jerry  C.  Daniels,  MD,  767-3211 

25 

General  Hosp-RIMC,  "Clinical  Pathological  Conference,"  Irving  Beck,  MD, 
464-3493 

26 

Kent  County  Memorial  Hosp,  "Update  on  Mediators  of  Inflammation," 
Jerry  C.  Daniels,  MD,  737-7000 

27 

General  Hosp-RIMC,  "Clinical  Pathological  Conference,"  Irving  Beck,  MD, 
464-3493 

27 

Women  & Infants  Hosp,  "Preconceptual  Health,"  Robert  Cephalo,  MD 

29 

General  Hosp-RIMC,  "Peripheral  Nerve  Disorders  in  the  Elderly," 
Thomas  D.  Sabin,  MD,  464-3493 

NOVEMBER 


1 

Inst  of  Mental  Health,  "Training  Teams,"  Alan  Feinstein,  PhD,  464-2416 

1 

General  Hosp-RIMC,  "Epidemiology  of  Infections  of  the  Musculoskeletal 
System,"  Stanley  M.  Aronson,  MD,  464-3493 

2 

Kent  County  Memorial  Hosp,  "Confusional  States  and  Dementias,"  Thomas  D. 
Sabin,  MD,  737-7000 

5 

General  Hosp-RIMC,  "Use  and  Abuse  of  Benzodiazepines  in  the  Elderly," 
Norma  Owens,  PhD,  464-3493 

6 

St  Joseph  Hosp,  "Diabetes  Update,"  Frank  D ’Alessandro,  MD,  456-3005 

6 

Roger  Williams  General  Hosp,  "A  Decision  Analytic  Assessment  of  Kidney 
Biopsy  in  Nephrotic  S3mdrome,"  Jerome  P.  Kassirer,  MD,  456-2033 

7 

Inst  of  Mental  Health,  "Overview  on  Chronic  Mental  Disorders,"  Geronimo 
Torres,  MD,  464-2149 

8 

General  Hosp-RIMC,  "Clinical  Neuropathological  Conference,"  Roger  S. 
Williams,  MD,  464-3493 

9 

Kent  County  Memorial  Hosp,  "Modes  of  Action  in  Hypertension  and 
Patient  Types,"  Howard  Garfinkel,  MD,  737-7000 

9 

Women  & Infants  Hosp,  "Thyroid  Disease  in  Pregnancy,”  Gerard  Burrow,  MD 

10 

Women  & Infants  Hosp,  "Genetics  Conference,"  Diane  Abuelo,  MD,  274-1100 
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15  Inst  of  Mental  Health,  "JCAH  Compliance,"  Briand  Joyal,  464-2416 

15  General  Hosp-RIMC,  "Epidemiology  of  Cardiovascular  Infections,"  Stanley 
Aronson,  MD,  464-3493 

16  Kent  County  Memorial  Hosp,  "Medical  Department  Presentation,"  Bishnu  J. 
Rauth,  MD,  737-7000 

17  Women  & Infants  Hosp,  "GYN  Surgical  Complications,"  Samir  Moubayed,  MD, 
274-1100  ext  1584 

19  Rhode  Island  Hosp,  "Grand  Rounds  (Diagnostic  Radiology),"  Harold 

Jacobson,  MD,  277-5184 

21  Inst  of  Mental  Health,  "Borderline  Personality  Disorders,"  Hugo  H. 

Halo,  MD,  464-2149 

29  Inst  of  Mental  Health,  "Review  of  New  Treatment  Plan  Form,"  Norman 

Dupont,  PhD;  Michael  LoPresti,  ACSW,  464-2416 

29  General  Hosp-RIMC,  "Epidemiology  of  Infections  of  the  Musculoskele- 
tal System,"  Stanley  M.  Aronson,  MD,  464-3493 

30  Kent  County  Memorial  Hospital,  "Nutrition  in  1984,"  Elizabeth 
Higgins,  RD,  737-7000 

DECEMBER:  A tilting  aontincUng  tmdtcal  zduccution  acX^v-vtie^  ^ckadixJidd  ion. 

VecmbeA  1984  u).iZC  be  pubLUhed  In  the.  NovmbeA 


CONTINUING  SERIES 


Institute  of  Mental  Health,  464-2013;  Every  other  Thurs.  starting  August  2, 
"Difficult  Case  Conference" 

The  Memorial  Hospital,  722-6000  ext  2142;  Mon.  and  Tues.,  12:15  pm,  "Current 
Clinical  Topics  in  Medicine  and  Family  Medicine;  Tues.,  8:30  am,  "Cardiology 
Conference";  Tues.,  10:15  am,  "Radiology  Conference";  Weds.,  8 am,  "Hematology/ 
Oncology  Conference";  Weds.,  10  am,  "Medical  Grand  Rounds";  Weds.,  3 pm,  "Patho- 
logy Conference";  2nd  and  4th  Weds.,  12:15  pm,  "Pulmonary  Case  Review";  Thurs., 
12  pm,  "Family  Practice  Grand  Rounds";  Thurs.,  8 am,  "Surgical  Grand  Rounds"; 
Thurs.,  8 am,  "Orthopedic  Conference";  Thurs.,  4:30  pm,  "Surgical  Service  Con- 
ference"; Monthly,  time  variable,  "Tumor  Board  Review" 

Roger  Williams  General  Hospital,  456-2032:  2nd  Mon.,  "Vascular  Conference"; 
Weds.,  "Anesthesiology  Conference";  Weds.,  "General  Surgical  Rounds";  1st  and 
3rd  Weds.,  "Orthopedic  Conference";  4th  Weds.,  "Mortality/Morbidity  Conference"; 
4th  Thurs.,  "Clinicopathological  Conference";  Fri.,  7:30  am,  "Basic  Science 
Urology  Conference";  Fri.,  8:30  am,  "Clinical  Urology  Conference";  Fri.,  8am, 
"Rheumatology  Grand  Rounds";  Fri.,  1 pm,  "Autopsy  Correlative  Review" 

Women  & Infants  Hospital,  274-1100  ext  1584:  Thurs.,  7:45-9am,  "Perinatal 
Conference";  Sat.,  8-9  am,  "Obstetrics  and  Gynecology  Rounds";  Sat.  (until 
Nov.  3),  9-10  am,  "Maternal-Fetal  Medicine  Conference";  2nd  Sat.,  9-10  am, 
"Obstetrics  and  Gynecology  Journal  Club" 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


H X'Ray 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 


i 

! 


I 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


I 


1 


MEDICAL  CLEARING  BUREAU 

COLLECTIONS  — IN  YOUR  BEST  INTEREST 

8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Update 

The  Ocean  State  Master  Health  Plan 

August  1984 


NEW  PROVIDERS 

PHYSICIANS 

Joseph  A.  Cofone,  M.D. 

Robert  P.  Curhan,  M.D. 

Frank  G.  DeLuca,  M.D. 

Frank  Fi.  Fallon,  D.O. 

Harris  M.  Galkin,  M.D. 

James  A.  Ciosper,  M.D. 

John  C.  Lonergan,  M.D. 

Margaret  S.  Lytton,  M.D. 

Samir  Moubayed,  M.D. 

Kenneth  B.  Nanian,  M.D. 

A.  Joseph  Pedorella,  Jr.,  M.D. 
Martin  Schwartz,  M.D. 

Stanley  D.  Simon,  M.D. 

Ira  Singer,  M.D. 

Ira  G.  Vl’arshaw,  M.D. 

Conrad  W.  VTesselhoeft,  Jr.,  M.D. 

PHARMACIES 

The  Apothecar)-  Shoppe 
Archer  Kent  Super  Drug 
( Fair  haven,  MA  ) 

Garden  City  Drugs,  Inc. 

North  Scituate  Pharmacy,  Inc. 
Prime  Drug 
Ruisi-Zygun  Pharmacy 
VTakefield  Prescription  Center 


NEW  GROUPS 

AD&D  Yi  elding 
and  Boiler  Vi’orks 
Allied  Container  Corp. 

Atwood  Medical  Center 
Coachmen  Auto  Sales,  Inc. 
Colony  Ford 
Cortellessa’s  Texaco 
Crellin  Material  Handling 
Custom  Auto  Seat  Covers,  Inc. 
Decorative  Coating  Corp. 
Dynamic  Motors 
El  Dorado  Restaurant 
Food  & Beverage  Corp. 

Fox  Seafood 
G & J Pizza,  Inc. 

Greenwood  Real  Estate 
Hopkins  Health  Center 
The  Hot  Club 
J & M Mower 

JCG  Management  Assoc.,  Inc. 
Johnson’s  Boat  Yard 
Lynch  & Greenfield 
M-E  Engineering 
Magco  Plastics,  Inc. 

Medical  Homes  of  Rhode  Island 
National  Chain 
National  Glass  Service 
New  England  Fellowship 
Town  of  North  Providence 


Northups  Service  Center 
Palisades,  Ltd. 

Pro  Systems,  Inc. 

SAB  Knife,  Inc. 

Scallop  Shell 

Senior  Citizens  Transportation 

Seth  Broadcasting  of  Rhode  Island 

State  of  Rhode  Island 

Spencer  Dynamics 

Stonington  Seafood 

Times  Mirror  Cable  Television 

Travenol  Labs,  Inc. 

Twin  Oaks,  Inc. 

Two’s  Company 

United  Supply  Company 

L’rban  League  of  Rhode  Island 

Visiting  Nurse  Association 

The  Westerly  Jewelry  Company,  Inc. 


MARKETING 

UPDATE 

Enrollment  has  shown  another 
increase  in  the  month  of  July. 
Current  enrollment  is  at  ^000 
and  climbing  as  a result  of  our 
major  enrollment  activities  with 
the  State  of  Rhode  Island 
employees. 


AFFILIATION  INFORMATION 

Please  contact  our  Provider  Relations 
Department  at  273-7050  for  further 
information. 


Master 

Health 


Ocean  State  Master  Health  Plan 

339  Eddy  Street,  Providence,  RI  02903 


348 


Rhode  Island  Medical  Journal 


cJi&me 
to-  PnoLude 
'Pke^  ^Uimaie-  m Itu/idincj. 
Se/uUce 


C-a4i  Pnoitide^icA 


fOO  Wamp<imcuf  ’PncuL 


WflU38-U215 


MED-TEMPS,  INC. 

1 5 Belt  Street 

Warwick,  Rhode  Island  02889 
401/738-3024 

Qualified  Temporary  Medical 
Office  Personnel 

Assistants  Transcriptionists 

Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/738-3024 


OUTPATIENT 
SURGICAL  CENTER 
FOR  LEASE 


In  busy  medical  building  in  Providence  East  Side  Area. 


For  more  information  call: 

Rick  Bicknell 
T & M Realty  Co. 
401/272-2394 
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OFFICE  FOR 
LEASE  OR  SALE 

Approximately  500  square  feet 

Ample  parking, 
convenient  location,  and 
central  heating  and 
air  conditioning 

1515  Smith  Street 
North  Providence, 

Rhode  Island 

Please  call: 
401-766-8080  or 
785-1667  (after  6 pm) 


Edward  Cardillo,  M.D. 
Joseph  D.  DiZoglio,  M.D. 
Frank  A.  Pensa,  M.D. 

362  Broadway,  Providence,  R.I. 

are  pleased  to  announce  the  opening 
of  their  suburban  office  at 

14  Cedar  Swamp  Road 
Smithfield,  R.I. 
(Apple  Valley) 

Practice  limited  to 
Obstetrics  and  Gynecology 

Phone:  272-1550 
By  appointment  only 


Have  you  heard?  . . . 

(Continued  from  page  367) 

analyzer®  offers  a wide  range  of  fully-automated 
tests  including  general  and  special  chemistries, 
enzymes,  endocrine  functions,  therapeutic  drug 
monitoring,  toxicology,  electrolytes,  immunolo- 
gy, and  coagulation  tests.  It  also  features  a new 
built-in  ion  selective  electrode  capability  which,  in 
addition  to  the  sodium  and  potassium  tests  pres- 
ently available,  can  be  expanded  to  accommodate 
new  electrode  methods  as  they  are  developed. 
Chloride  and  total  carbon  dioxide  electrodes  are 
under  commercial  development. 

Another  improvement  is  the  inclusion  of  dual, 
independent  needles  at  the  sample  filling  station. 
This  permits  test  batteries  to  be  performed  simul- 
taneously, increasing  maximum  production  to 
more  than  180  tests  an  hour.  A new  detector  now 
determines  if  the  sample  volume  for  an  assay  is 
adequate  before  the  test  is  performed.  Processing 
stops  automatically  if  the  sample  falls  below  pre- 
set limits,  thus  helping  to  ensure  accurate  results 
and  to  prevent  reagent  waste. 

• • • 

Utilization  of  oral  theophylline  preparations  can 
produce  potentially  serious,  life-threatening  in- 
toxication, according  to  a report  in  the  April  1984 
Archives  of  Internal  Medicine.  Clinicians  from  the 
University  of  Colorado  Health  Sciences  Center  in 
Denver  report  on  22  patients,  ranging  from  46  to 
86  years  of  age,  who  were  hospitalized  as  a result 
of  oral  theophylline  intoxication.  Symptoms  in- 
clude anorexia,  nausea,  vomiting,  abdominal 
pain,  and  tremulousness.  Virtually  all  of  the  epi- 
sodes were  associated  with  cardiac  arrhythmias, 
and  three  patients  suffered  grand  mal  seizures. 
The  toxic  effects  in  these  cases  apparently  re- 
sulted from  an  incomplete  understanding  by 
both  patients  and  physicians  of  the  appropriate 
clinical  use  of  the  drug.  Physicians  were  cau- 
tioned to  urge  conservative  dosage  and  to  watch 
for  potential  drug  interactions. 

• • • 

According  to  a report  published  in  the  March 
1984  issue  of  The  Archives  of  General  Psychiatry, 
researchers  from  the  New  York  University 
Medical  Center  have  confirmed  the  presence  of 
altered  brain  metabolic  activity  in  schizophrenic 
patients.  Doctor  Tibor  Farkas  and  his  colleagues 
compared  the  brain  metabolism  of  13  diagnosed 
schizophrenics  with  that  of  1 1 normal  controls. 
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Under  study  was  glucose  metabolism  in  both  the 
frontal  and  posterior  regions  of  the  brain. 
Although  the  researchers  found  that  the  mean 
glucose  metabolic  rate  was  markedly  slower  in  the 
frontal  regions  of  the  brain  among  the  schizo- 
phrenic patients,  the  slower  rate  apparently  is  not 
due  to  any  anatomic  difference  between  the 
groups.  These  findings  underscore  the  con- 
tinuing puzzle  of  schizophrenia  research,  eg,  that 
the  abnormal  behavior  of  schizophrenic  patients 
appears  not  to  be  associated  with  any  anatomic 
abnormality  in  the  brain. 

• • • 

Cochlear  implants  are  finding  increasing  accept- 
ance and  application  by  otolaryngologists, 
according  to  a report  in  the  March  issue  of  the 
Archives  of  Otolaryngology.  The  implants  are  pros- 
thetic devices  that  assist  patients  who  have  certain 
forms  of  profound  hearing  loss.  Researchers 
from  the  University  of  Washington  point  out  that 
the  devices  were  regarded  with  universal  skepti- 
cism by  otolaryngologists  only  ten  years  ago. 
While  a number  of  questions  remain  unan- 
swered, including  the  effectiveness  of  implants 
for  patients  who  have  had  little  or  no  experience 
with  sound,  the  utilization  of  the  prothesis  is  gain- 
ing wider  acceptance. 

• • • 

Hair  regrowth  was  seen  in  25  of  48  patients  par- 
ticipating in  a study  of  the  effectiveness  of  1 per 
cent  minoxidil  solution,  according  to  a study  re- 
ported in  the  April  1984  issue  of  Archives  of  Der- 
matology. Doctor  Virginia  C.  Weiss  and  her  col- 
leagues at  the  University  of  Illinois  in  Chicago 
note  that  the  hair  regrowth  was  cosmetically 
acceptable  to  11  of  the  patients  responding  to 
therapy.  A potent  peripheral  vasodilator,  minox- 
idil apparently  stimulates  hair  growth  by  affect- 
ing the  blood  flow,  the  immune  system,  or 
through  its  direct  effect  on  hair  follicles. 

• • • 

Intravenous  Calan®  (verapamil  HCl)  is  now  avail- 
able from  Searle  Laboratories  in  new  vials  which 
are  designed  for  easier  handling  than  the  pre- 
viously available  glass  ampuls.  Calan  IV®  is  a car- 
diac agent  often  used  in  emergency  situations. 
The  glass  ampuls  required  a rather  cumbersome 
process  of  breaking  a glass  seal  at  the  neck  of  the 
ampul  before  drawing  the  drug  out  in  a syringe. 
With  the  new  vials,  the  physician  needs  only  to 
remove  the  protective  plastic  cap  and  pierce  the 
rubber  stopper  to  prepare  the  syringe  lor  making 
an  injection. 


OFFICE  SUITE  AVAILABLE 
MOSHASSUCK  MEDICAL 
BUILDING 

An  810  square  foot  office,  con- 
taining three  examination  rooms, 
business  office,  consulting  room, 
waiting  room  lavoratory.  Avail- 
able immediately.  Heating;  air 
conditioning;  daily  janitorial  ser- 
vice; all  utilities;  ample  parking  for 
patients  and  staff. 

Call  James  Reynolds  at 
331-3700. 


Professional  INSTALUIflENT  LOANS 

5,000 

^90,000 

Decision  in  24  to  48  Hours! 

Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21 424  Ventura  Bouievard,  Woodiand  Hills,  California  91364 
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These  people  and  3 million  others  have 
something  to  celebrate.  They  beat  cancer. 

We  are  winning. 


Please  support  the 


V aaaerioxn  cancer  soqety 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  SummarY.  Consult  the  package  literature  for  prescribing 
Information. 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatmeni  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sirefitococcus  pneumoniae  (Diplococcus  pneumoniae) . Haemophilus 
mfiueraae.  andS  pyogenes  (group  A beta-hemolytic  streptococo) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Cedor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
WamlMs:  (N  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REAaiONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Cedor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  parftculariy 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  ail 
broad'Spectrum  antibiotics  (indudmg  macrolides.  semisynthetic 
penicillins,  and  cephalosporins)  therefore,  it  is  important  to  consider 
Its  diagnosis  m patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threat  enmg 

Treatment  with  broad-spedrum  antibiotics  alters  the  normal  flora 
of  the  coton  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a tomn  produced  by  OostruJium  piftiole  is  one  primary 
cause  of  antibioiic-associaied  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  mciude  sigmoidoscopy  appropriate  bactenoiogic  studies,  and 
fluid  electrolyte  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe  oral  vancomycm  is  the  drug  of  choice  for  antibiotic- 
assooated  pseudomembranous  colitis  produced  by  C ditfiaie  Other 
causes  of  colitis  should  be  ruled  out 

Precautions:  General Precauhons^W  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g . pressor 
ammes  antihistamines  or  corticosteroids 
Prolonged  use  of  Cector  may  result  in  the  overgrowth  of 
rKKtsusceptibie  organisms  Careful  observation  of  the  patient  is 
essential  if  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Ct^mbs  tests  have  been  reported  during  treatment 
wTth  the  cephalosporin  antibiotics  In  hematologic  studies  or  m 
transfusion  cross-matching  procedures  when  aniigiobutin  tests  are 
performed  on  the  minor  side  or  m Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognijed  that  a positive  Coombs  test  may 
be  due  to  the  drug 

Cedor  should  be  administered  with  caution  m the  presence  of 
marhedfy  impaired  renal  function  Under  such  conditions  careful 
dmtcai  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  tower  than  that  usually  recommendad 
As  a result  of  admmtstration  of  Cedor  a faisc-positrve  readion  for 
Glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehhng  s sdutions  and  also  with  Ciinrtest*  tablets  but 
not  with  Tes  Tape*  (Glucose  Enaymatic  Test  Stop  USP  Liify) 
Broad-spectrum  aniibtofics  should  be  prescribed  with  caution  m 
individuals  with  a history  of  gastrointestinal  disease  particularly 
COMiS 

f/sjge  m Pregnancy— Pregnancy  Category  8— Reprodudton 
studies  have  been  performed  m mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  m ferrets  given  three  bmes  the  manmum  human 
dose  and  have  revealed  no  evidence  oi  impaired  ferMity  or  harm  to 
the  fetus  due  to  Cedor  There  are  however  no  adequate  and 
wetl-controiied  studies  m pregnant  women  Because  animal 
reproduction  sluthes  art  not  always  predictivt  of  human  response 
this  drug  shoutd  be  used  during  pregnancy  oniy  if  clearly  needed 
Nursmg  Moffiers— Small  amounts  of  Ce^  have  been  defected  m 
mother  s muk  following  administration  of  smgie  SOQ-mg  doses 
Avenge  levels  wen  0 >8  0 20  0 2t  and  0 16  meg  ml  at  two  three 
tour  and  five  hours  rcspectivety  Trace  amounts  were  detected  at  one 


hour  The  effect  on  nursing  infants  is  not  known  Caution  should  be 
exercised  when  Ceclor*  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safety  and  effectiveness  of  this  product  for  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 S percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  leases  of  serum-sickness-like  reactions  (erythema 
multiforme  or  the  above  skin  manifestations  accompanied  by 
arthritis/arthraigia  and . trequentiy.  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Cedor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 m 100 
patients) 

Causal  Relationship  Uncertain — Transitory  abnormalities  in  clinical 
laboratory  lest  results  have  been  reported  Although  they  were  ot 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hemafopo/edc— Transient  fluctuations  m leukocyte  count, 
predominantly  lymphocytosis  occurring  m infants  and  young  children 
(t  in  40) 

Rena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  t in  200) 

(06t782Rl 


*Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  S pneumoniae  Of  H mfiuen/ae  ' 

Note  Ceclor  is  contraindicated  m patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  peniciilin-allergic 
patients 

Penicillin  i$  the  usual  drug  of  choice  m the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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® 1982  ELI  LILLY  AND  COMPANY 

AddilionsI  inlormation  available  to 
Ihe  profession  on  requesi  Irom 
Ell  Lilly  and  Company 
Indianapolis.  Indiana  46P85 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  RiCO  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.'^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieyed  a satisfactory  clinical 
■■esponse  with  Ceclor,' 

Oclor 

cefoclor 

Pulvules*.  250  and  500  mg 


I 
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RHODE  ISLAND  MEDICAL  SOCIETY 

FOUNDATION 

The  officers  and  Council  of  the  Rhode  Island  Medical  Society  established  the 
RIMS  Foundation  in  1983  to  promote  charitable,  educational,  and  scholarly  en- 
deavors in  the  service  of  medical  care  and  public  health. 

While  these  have  always  been  the  basic  objectives  of  the  Society,  tax  laws 
make  the  new  RIMS  Foundation  the  appropriate  vehicle  for  furthering  them  in  the 
1980s.  Among  the  activities  of  the  Foundation  will  be; 

• public  information  programs  to  promote  awareness  of  the  malpractice  crisis 
and  an  understanding  of  other  problems  facing  America's  health  care  system 

• continuation  of  the  long-standing  work  of  the  Benevolence  Fund  to  help  needy 
physicians  and  their  families 

• scholarships,  grants,  and  loans  to  medical  students 

• support  for  other  educational  and  scholarly  endeavors,  including  continuing 
medical  education  activities  and  the  Society's  Library 

Already  a series  of  seminars  to  address  malpractice  issues  is  in  the  planning 
stages  for  this  fall. 

Because  the  Foundation  is  recognized  as  a 501. c. 3.  organization  under  the 
Internal  Revenue  Code  of  1954,  all  contributions  to  the  RIMS  Foundation  are 
tax-deductible.  (In  contrast,  contributions  to  RIMS  itself  are  not.  Only  your  annual 
RIMS  dues  are  tax-deductible  since  they  represent  a professional  business  ex- 
pense.) 

Below  are  the  names  of  our  colleagues  who  have  contibuted  to  the  Foundation 
all  or  part  of  their  share  in  the  recent  settlement  of  the  Barry  case.  To  date,  this 
effort  alone  has  raised  more  than  $37,000  for  the  Foundation. 

Trustees  of  the  RIMS  Foundation 


Paul  1.  M.  Healey,  MD 
Kenneth  E.  Liffmann,  MD 
Peter  L.  Mathieu,  MD 
Charles  E.  Millard,  MD 
Charles  L.  Shoemaker,  Jr.,  MD 


Orlando  M.  Armanda,  MD 
Thompson  W.  Bachmann,  MD 
Jose  A.  Bal,  MD 
Richard  D.  Baronian,  MD 
Kenneth  J.  Beezer,  MD 
Eufrocino  N.  Beltran,  MD 
William  M.  Colaiace,  MD 
Alcinda  DeAguiar,  MD 
Joseph  D.  DiMase,  MD 
Charles  P.  Earley,  MD 
Jesse  P.  Eddy,  III,  MD 
Donald  P.  Fitzpatrick,  MD 
Bertram  A.  Flaxman,  MD 
Richard  D.  Frary,  MD 
Melvyn  M.  Gelch,  MD 
Thomas  H.  George,  MD 
Frank  Guinta,  MD 
John  C.  Ham,  MD 
Samuel  H.  Hassid,  MD 
Eugene  H.  Healey,  MD 
Paul  J.  M.  Healey,  MD 


Charles  L.  Hopper,  MD 
Stephen  J.  Hoye,  MD 
Jhung  W.  Jhung,  MD 
Leland  W.  Jones,  MD 
Stephen  J.  Kamionek,  MD 
Joseph  S.  Kara,  MD 
Karl  E.  Karlson,  MD 
Donald  G.  Kaufman,  MD 
Arthur  B.  Kern,  MD 
Kenneth  G.  Knowles,  MD 
Howard  S.  Lampal,  MD 
John  B.  Lawlor,  MD 
Charlotte  T.  Liu,  MD 
Oscar  C.  Liu,  MD 
Ramon  D.  Llamas,  MD 
William  J.  MacDonald,  MD 
John  F.  Maynard,  MD 
James  P.  McCaffrey,  MD 
Henry  C.  McDuff,  Jr.,  MD 
Francis  L.  McNelis,  MD 
Joseph  G.  McWilliams,  MD 


Jesse  A.  Mendoza,  MD 
Thomas  S.  Micolonghi,  MD 
Jack  M.  Monchik,  MD 
Louis  A.  Morrone,  MD 
James  J.  Murdocco,  MD 
Richard  E.  Murphy,  Jr.,  MD 
David  N.  Newhall,  MD 
Robert  E.  Newhouse,  MD 
Clinton  B.  Potter,  MD 
Dante  A.  Ramos,  MD 
Abraham  Saltzman,  MD 
John  C.  Sarafian,  MD 
Americo  A.  Savastano,  MD 
Khalil  Shekarchi,  MD 
Karl  F.  Stephens,  MD 
Julius  Stoll,  Jr.,  MD 
Raymond  H.  Trott,  MD 
Jefim  Weremchuk,  MD 
Harold  A.  Woodcome,  Sr.,  MD 
Edward  Zamil,  MD 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


4: 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
spanng  agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'''  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk  If  their  use  is  essential,  the 
patient  should  stop  nursing  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly imporfani  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  dunng  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  eiderty,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia. agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manilestation 
of  latent  diabetes  meliitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reducoons  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
lubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  blood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Tnamterene  has 
been  found  in  renal  stones  m association  with  the  other  usual 
calculus  components.  Therefore,  Dyazide  should  be  used  with 
caution  in  patients  with  histones  ol  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-intlammatory  agents 
with  Dyazide  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
DyazxJe  but  should  it  develop  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  ol  poiassium-rich  foods  Corrective  measures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
fiairemia  &rum  FBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  for  para- 
thyroid function 

Thiazides  may  add  to  or  potentiate  the  action  ol  other  antihyper- 
ler:iv3  drugs 

Diuretics  reduce  renal  clearance  ol  lithium  and  increase  the  risk 
o*  'iihi  jm  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  corxfilions  nausea  and  vomiting, 
d ^'rhea.  constipation  other  gastrointestinal  disturbances,  pos- 
tural hypi  rfont  >n  “.ay  be  aggravated  by  alcohol  barbiturates, 
or  narcotir-'i  Necrotizing  vasculitis  paresthesias,  icterus 
Pai  .vreatilis  xanir  opsia  and  respiratory  distress  including  pneu 
r-  and  pulmonary  edema  Iransieni  blurred  vision,  sialade- 
niii  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
flat  beer  lourxj  n renal  stones  in  association  with  other  usual 
calculut  comporients  Rare  incidents  ol  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  Dyazide  although  a causal  relationship  has  not 
beer  -qablished 

Supplied:  Dyazide  Is  supplied  in  bottles  of  1000  capsules: 
Single  Unit  Packages  (unit-dose)  of  100  (intended  for  Institu- 
tional use  only):  in  Patient-Pak''  unif-of-use  bottles  of  100. 
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FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

D4LMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'" 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'’""' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANEe 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2,  Kales  A ef  a/:  Chn  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A etal 
din  Pharmacol  Ther  79:576-583,  May  1976  4,  Kales  A 
et  al  Chn  Pharmacol  Ther  32  781-788,  Dec  1982 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nightfime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritabilify,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  eg.  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  tor  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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NEW  BLUES  PAYMENT  SYSTEM  ANNOUNCED  AT  COUNCIL  MEETING 


As  the  result  of  complaints  from  RIMS  mem- 
bers, the  Board  of  Directors  of  Blue  Cross  & 
Blue  Shield  of  Rhode  Island  recently  author- 
ized a new  reimbursement  method  which  should 
ease  some  of  the  cash  flow  problems  faced  by 
many  of  the  state's  physicians.  RIMS  Presi- 
dent Dr  Paul  J.M.  Healey  described  the  new 
program  during  a recent  meeting  of  the  Soci- 
ety's Council. 


SEP  25  m 

period,  the  adjustment  would  be  made  on  the 
next  payout.  In  all  cases,  however,  the 
physician  will  be  paid  the  higher  of:  1) 
the  actual  claims  settlement;  or  2)  the 
average  settlement  based  on  the  1983  claims 
experience. 

In  other  actions  at  its  August  6 meeting, 
the  Council: 


Under  the  Provider  Cash  Management  Program, 
which  Dr  Healey  emphasized  would  be  volun- 
tary, physicians  will  receive  semi-monthly 
payments  during  the  year  based  on  their 
reimbursement  from  the  Blues  during  the 
previous  calendar  year.  If  a physician  re- 
ceived $24,000  from  Blue  Cross  & Blue  Shield 
in  1983,  for  example,  he  or  she  would  re- 
ceive 24  payments  of  $1,000  during  1984 
plus  a 6 per  cent  inflation  factor.  If  the 
physician  generates  more  or  less  than 
$1,000  during  any  particular  two-week 


• endorsed  a study  recently  initiated  by 
Brown  University,  Roger  Williams  General 
Hospital,  Rhode  Island  Hospital,  and 
other  area  hospitals  to  determine  if 
factors  related  to  the  age  of  the  pa- 
tient affect  therapeutic  decisions 
concerning  cancer  management. 

• endorsed  the  Colorectal  Health  Check 
of  the  American  Cancer  Society  and  its 
local  divisions. 

{covLtlmizd  on  page  383} 


RIMS  MEETS  WITH  CHAFEE  STAFF  ABOUT  MEDICARE  AND  MALPRACTICE  REFORM 

I 

I 


The  RIMS  Executive  Committee  recently  held 
the  second  in  a series  of  meetings  scheduled 
with  Christine  Ferguson,  a legislative  aid 
from  Senator  John  Chafee's  office,  to  dis- 
cuss the  fiscal  problems  faced  by  the  Medi- 
care program,  the  malpractice  crisis,  and 
anti-trust  restraints  against  the  profes- 
sion. 

I Present  at  the  July  17  session  were  Drs 
Paul  J.M.  Healey,  President;  Charles  P. 
Shoemaker,  Jr.,  Immediate  Past  President; 
John  J.  Cunningham,  AMA  Delegate;  Frances 
Conklin,  President,  Providence  Medical 
Association;  David  S.  Greer,  Dean,  Brown 
University  Program  in  Medicine;  William  A. 
Reid,  Rhode  Island  Group  Health  Associa- 
tion; Dr  Norman  A.  Baxter,  RIMS  Executive 
Director;  Wendy  J.  Smith  and  Dr  Newell  E. 
Warde,  RIMS  Assistant  Executive  Directors. 

During  a wide-ranging  meeting  covering 
physician  reimbursement  issues,  it  was 


emphasized  that  doctors  and  their  patients 
have  become  more  and  more  frustrated  by 
continually  shifting  Medicare  requirements, 
including  such  arbitrary  restraints  as 
DRGs,  fee  freezes,  and  other  piecemeal  ap- 
proaches to  fiscal  reform.  The  group  also 
agreed  that  the  "system  rewards  inefficien- 
cies and  some  questionable  medical  prac- 
tices." Many  current  problems,  including 
the  physician  oversupply  and  inappropriate 
distribution  of  some  specialists,  were 
attributed  directly  to  disincentives  en- 
couraged by  the  Medicare  program  and  other 
third-party  mechanisms. 

Additional  sessions  will  be  scheduled  to 
analyze  the  malpractice  crisis,  address 
anti-trust  considerations,  and  develop 
potential  solutions  for  the  Senator's  con- 
sideration. Ms.  Ferguson  also  is  meeting 
with  representatives  from  the  Hospital 
Association  of  Rhode  Island  (HARI)  and 
groups  of  Medicare  beneficiaries. 
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COUNCIL  CONTINUES  TO  GRAPPLE  WITH 
MALPRACTICE  CRISIS 

The  growing  impact  of  the  malpractice  cri- 
sis on  physicians  and  their  patients  con- 
tinued to  absorb  the  Council's  attention 
at  its  August  6 meeting. 

As  reported  in  the  August  Newsletter  (RI 
Med  J 67 [8]: 300),  the  Medical  Malpractice 
Joint  Underwriting  Association  (JUA)  of 
Rhode  Island  recently  implemented  a rate 
hike  which  will  result  in  a 30  per  cent 
premium  increase  for  many  of  the  state's 
physicians.  The  Council  also  was  told 
that  the  malpractice  crisis  emerged  as  the 
principal  agenda  item  at  the  June  1984 
AMA  annual  meeting,  primarily  as  the  re- 
sult of  resolutions  submitted  by  the  Soci- 
ety and  four  other  state  delegations. 

Among  the  issues  considered  by  the  Council 
at  its  three-hour  session  were: 

• Sources  of  coverage:  In  response  to  the 
most  recent  JUA  premium  increase,  a 
growing  number  of  inquiries  have  been 
received  from  RIMS  members  regarding 
alternative  sources  of  professional 
liability  insurance.  Although  St  Paul 
reportedly  has  been  authorized  to  sell 
coverage  in  the  state,  the  company  has 
yet  to  market  a physician  package. 

Society  President  Dr  Paul  J.M.  Healey 
also  told  the  Council  that  preliminary 
discussions  have  been  held  with  an 
actuarial  consultant  regarding  the  feasi- 
bility of  establishing  an  offshore 
insurance  company  to  provide  coverage 
for  Rhode  Island  physicians. 

• Malpractice  commission:  The  Rhode  Island 

General  Assembly  in  1984  approved  the  es- 
tablishment of  a 15-member  commission 
charged  with  addressing  the  professional 
liability  problem.  Although  the  group 
must  report  its  findings  by  February  1, 
1985,  Dr  Healey  told  the  Council  that 

no  action  apparently  has  been  taken  to 
appoint  members  or  activate  the  commis- 
sion. The  Society  formally  has  protested 
this  lack  of  action  to  the  House  and 
Senate  leadership. 

• Educational  seminars  and  risk  management 

activities : The  Rhode  Island  Medical 

Society  Foundation  plans  to  sponsor  a 


series  of  educational  seminars  and  programs 
on  risk  management  later  this  year.  As  part 
of  the  planning  process.  Dr  Healey  said  that 
the  Foundation  will  send  several  representa- 
tives to  a September  1984  seminar  on  risk 
management  and  tort  reform  organized  by  the 
Council  of  Medical  Specialty  Societies 
(CMSS) . The  CMSS  meeting  will  feature  recog- 
nized authorities  in  the  field. 


DRGs,  MEDICARE,  AND  PROPRIETARY  HOSPITALS 
TO  BE  ADDRESSED  AT  NEWPORT  MEETING 

Margaret  Heckler,  Secretary,  US  Department 
of  Health  and  Human  Services,  will  be  the 
keynote  speaker  at  a September  17-18  meeting 
organized  by  the  RI  Chapter,  Healthcare 
Financial  Management  Association.  The  group 
is  affiliated  with  the  Hospital  Association 
of  Rhode  Island. 

Also  featured  at  the  Newport  meeting  will 
be  Sheila  Burke,  RN,  the  Congressional 
staffperson  responsible  for  evaluating  all 
health-related  proposals  considered  by  the 
US  Senate  Finance  Committee;  Michael  Brom- 
berg, Executive  Director,  Federation  of 
American  Hospitals;  and  David  A.  Winston,  a 
Washington  DC  consultant  who  headed  Presi- 
dent Reagan's  1980  transition  team  on  health. 
Considerations  of  diagnosis-related  group 
based  reimbursement,  the  impact  of  for- 
profit  hospitals,  and  Medicare  financing 
are  expected  to  dominate  the  seminar. 

The  meeting  is  open  to  all  Interested  phy- 
sicians and  other  health  care  professionals. 
For  further  information,  please  call 
Richard  C.  Heckel  at  HARI  (401/421-7167). 


BLUES  TO  CONVERT  TO  NEW  CODING  SYSTEM 

Effective  January  1,  1985,  physicians  sub- 
mitting Medicare  claims  to  Blue  Cross  & 
Blue  Shield  of  Rhode  Island  will  be  re- 
quired to  use  the  Current  Procedural  Ter- 
minology, 4th  Edition  (CPT-4) , developed 
by  the  American  Medical  Association.  CPT-4 
has  been  incorporated  into  a new  coding 
system  required  by  the  Health  Care  Finan- 
cing Administration  for  all  Medicare 
intermediaries . 

Because  of  copyright  restrictions,  copies 
of  CPT-4  must  be  ordered  directly  from  the 
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NEW  CODING  SYSTEM  (continued) 


terra  will  expire  this  year. 


Araerican  Medical  Association,  Order  De- 
partraent  (OP-341),  PO  Box  10946,  Chicago, 

^ Illinois  60610.  The  raanual  costs  $25 
per  copy  plus  a $4.50  handling  charge. 

COUNCIL  MEETING  (continued) 

• urged  Society  raerabers  to  support  a $5 
million  bond  issue  scheduled  for  the 
November  ballot  to  finance  a statewide 
emergency  telephone  system.  During 
its  1984  session,  the  Rhode  Island 
General  Assembly  approved  establishment 
of  a 911  emergency  system  subject  to 
voter  approval  of  the  referendum.  Em- 
I phasizing  that  Rhode  Island  is  one  of 

the  few  jurisdictions  in  the  country 
j without  an  emergency  access  telephone 

I number,  the  Society  has  long  advocated 

j its  establishment. 

I • noted  that  Dr  Paul  T.  Welch  has  agreed 
to  serve  as  chairman  of  the  Mediation 
Committee.  Dr  Richard  P.  Sexton  recently 
1 was  appointed  to  complete  the  unexpired 

I term  of  the  late  Dr  Melvin  D.  Hoffman 

on  the  committee  and  Dr  Thomas  Perry,  Jr. 
will  replace  Dr  Frank  W.  Sullivan  whose 


• noted  the  appointment  of  Dr.  Stanley  M. 
Aronson  as  chairman  of  the  Library 
Committee . 

• approved  a position  paper  on  Medicare 
reform  for  submission  to  the  Society’s 
House  of  Delegates  at  its  September  19 
meeting.  The  statement  encourages  the 
Rhode  Island  Congressional  delegation 
to  seek  "substantive,  far-sighted,  and 
fair  solutions  to  the  problems  result- 
ing from  the  rising  costs  of  medical 
care. " 

• approved  a proposed  1985  budget  for  sub- 
mission to  the  Society’s  House  of  Dele- 
gates at  its  September  meeting. 

• noted  that  the  Rhode  Island  Medical 
Society  Foundation  has  received  more 
than  $37,000  in  donations  and  $3,500 
in  pledges  within  the  past  two  months. 
The  contributions,  made  by  plaintiffs 
of  the  recently-settled  Barry  case, 
will  be  used  to  finance  educational 
and  research  activities  concerning 
malpractice,  including  a planned  series 
of  seminars  on  risk  management. 


j PRACTICE  MANAGEMENT  QUESTION  OF  THE  MOMTti: 

HOW  WILL  NEW  REIMBURSEMENT  MECHANISMS  AFFECT  MY  PRACTICE? 

Even  after  the  Medicare  fee  freeze  is  lifted  on  October  1,  1985,  it  is  likely  that  phy- 
sicians will  be  subjected  to  increasingly  restrictive  reimbursement  policies.  Unlike 
hospital  services  for  Medicare  inpatients  (Medicare  Part  A)  which  are  covered  by  the 
financially-troubled  Medicare  trust  fund,  the  costs  of  physician  services  to  these  pa- 
tients under  Medicare  Part  B are  financed  through  a combination  of  beneficiary  premiums 
(25  per  cent)  and  general  tax  revenues  (75  per  cent) . At  an  annual  cost  of  $25  bil- 
lion, Medicare  Part  B has  become  the  country’s  third  largest  domestic  program  and  the 
subject  of  growing  Congressional  scrutiny. 


As  required  by  the  Deficit  Reduction  Act  of  1984,  the  Health  Care  Financing  Administra- 
tion (HCFA)  must  report  on  the  feasibility  of  a prospective  payment  system  for  physi- 
cians by  next  July.  While  the  exact  nature  of  the  HCFA  proposals  remains  unknown  at 
this  point,  the  agency  probably  will  endorse  a diagnostic-related  group  (DRG)  based 
reimbursement  system  for  physicians.  Many  of  the  proposals  under  HCFA  consideration, 
as  outlined  in  a recent  speech  by  an  agency  official  to  the  Council  of  Medical  Special- 
ty Societies,  foreshadow  ominous  news  for  physicians  from  at  least  two  perspectives. 
First,  service  plans  and  commercial  carriers  frequently  use  Medicare  reimbursement 
policies  as  the  basis  for  their  own  procedures  for  private  patients.  Second,  many  of 
these  proposals  may  well  exacerbate  the  relationship  between  hospital  medical  staffs 
«nd  their  hospitals. 
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HCFA  is  addressing  the  problem  from  three  perspectives; 

llJko  to  pay: 

Although  there  currently  is  a clear  separation  between  pa3nnents  for  services  provided 
by  hospitals  and  physicians,  the  following  HCFA  "study  options"  would  eliminate  this 
distinction.  HCFA  is  exploring  alternative  plans  which  would  result  in  one  payment 
to;  1)  the  hospital , which  would  be  responsible  for  allocating  reimbursement  to  phy- 
sicians; 2)  the  primary  care  provider,  who  would  pay  the  hospital,  any  specialists, 
and  providers  of  ancillary  services;  3)  the  hospital  medical  staff,  which  would  re- 
distribute the  money  among  its  members  for  their  professional  services;  or  4)  the 
Medicare  fiscal  intermediary  (Blue  Cross  & Blue  Shield  of  RI) , which  would  pay  the 
hospital  and  individual  physicians  from  the  lump  sum  reimbursement. 

Regardless  of  the  option  selected,  the  implementation  of  a single  payment  to  physi- 
cians and  hospitals  would  have  significant  repercussions  for  medical  practice.  It 
has  been  argued  that  making  the  payment  to  the  hospital  would  dilute  the  physician's 
role  as  a patient  advocate.  If  the  payment  were  made  to  the  attending  physician, 
who  in  turn  would  be  required  to  pay  any  consultants,  the  utilization  of  appropriate 
specialists  may  well  decline  and  patient  services  suffer  as  a result.  Moreover,  be- 
cause a combined  payment  to  doctors  and  hospitals  would  be  difficult  to  administer 
without  mandatory  assignment,  it  is  likely  that  all  physicians  would  be  required  to 
accept  Medicare  reimbursement  as  "payment  in  full"  for  their  professional  services. 

What  to  pay 

In  an  effort  to  refine  the  DRG  classification  system,  HCFA  is  attempting  to  define 
what  constitutes  a "medical  episode."  Among  the  unresolved  issues  are  whether  the 
episode  would  Include  only  the  care  provided  during  hospitalization,  pre-admission 
testing,  post-discharge  therapy,  or  all  three.  If  Inpatient  services  were  handled 
under  the  DRG  payment  while  pre-admission  and  post-discharge  services  were  not, 
there  could  be  a significant  effort  to  transfer  hospital  care  to  an  ambulatory  set- 
ting. Other  problems  associated  with  this  approach  include;  1)  developing  appropri- 
ate models  for  medical,  as  compared  to  surgical,  episodes;  2)  determining  pajrment 
methods  for  such  outpatient  services  as  dialysis  and  diabetic  management;  3)  adjust- 
ing the  reimbursement  scale  to  reflect  the  severity  of  disease;  and  4)  establishing 
an  equitable  payment  for  teaching  services. 

Hom  rruch  to  pa.y- 

The  variations  in  physician  fees  have  presented  a major  problem  in  developing  DRGs 
for  professional  services.  The  amounts  charged  for  the  "same  service"  differ  widely 
according  to  the  physician's  specialty,  years  in  practice,  and  geographic  location. 

One  method  of  reimbursing  physicians  that  has  attracted  Increasing  attention  from 
both  Congress  and  HCFA  is  that  of  fee  schedules  based  on  relative  value  scales  (RVS) . 
Under  this  approach,  services  and  procedures  are  assigned  an  RVS  rating  based  on 
their  value,  difficulty,  or  cost.  Although  an  RVS  is  not  a fee  scale,  it  easily 
can  be  converted  to  one  simply  by  multiplying  the  RVS  value  by  a dollar  factor.  As 
an  example,  an  insurer  has  determined  that  procedure  A is  three  times  as  difficult 
to  perform  as  procedure  B.  If  procedure  A were  assigned  an  RVS  value  of  3,  and  the 
conversion  factor  were  $30,  the  fee  would  be  $90.  Although  the  best  known  RVS  was 
developed  by  the  California  Medical  Association  in  the  mid-1950s,  the  US  Supreme  Court 
has  ruled  that  their  use  by  medical  societies  constitutes  "restraint  of  trade."  How- 
ever, insurance  companies  continue  to  utilize  relative  value  scales  as  a basis  for 
payment . 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 

Starkweather  and  Sheplev 

shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 

Business  Insurance. 

Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 

Personal  Service 

of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 

155  SOUTH  MAIN  STREET 

pendency  or  other  illnesses.” 

PROVIDENCE,  RHODE  ISLAND  02903 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 

421-6900 

The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 

H X-Ray 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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R.I.  MEDICAL  BUREAU. 

INC. 

WE  OFFER  TO  OUR  SUBSCRIBERS  ACCURACY,  EX- 
PERIENCED PERSONNEL,  COURTESY,  EXCLUSIVE 
SERVICE  TO  THE  RHODE  ISLAND  MEDICAL  COM- 
MUNITY, ONE  BASIC  MONTHLY  CHARGE,  PROMPT 
RESPONSE 

NO  UNION,  NO  COMPUTER  DOWNTIME. 

AND  NO  RECORDINGS 

For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 


V. 


— — 

Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 

./ 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  stafl 

• Full-Time  board  certihed  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory' 
surgical  care 

• Easy  access  from  Route  95;  plenty  ot  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  tor 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  ot  Rhode 
Island 

Call  728-3800  tor  more  intormation  and  bookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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A Picture  of  Health 

enrollment  growth 


Ocean  State  ^ 
Master  Health 

Ocean  State  Master  Ilealth  Plan,  Ine. 

339  Eddy  St.,  Prov.,  R.I.  02903  401-273-7030 


For  Further  Aftiliation 
Information  Contact  our 
Provider  Relations  Dept, 
at  273-7050 
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The  “Wellness  Check”  Program  of  the  Rhode  Island 
Department  of  Health 


Elsewhere  in  this  Journal  appear  the  results  of  a 
1981  Rhode  Island  Department  of  Health  sample 
survey  of  all  employers  in  the  state  concerning 
“health  promotion  activities”  at  the  worksite.  The 
scope  of  these  activities  ranges  from  screening 
programs  designed  to  identify  specific  dysfunc- 
tions, such  as  glaucoma  and  hypertension,  to 
more  comprehensive  interventionist  approaches 
aimed  at  a healthier  lifestyle.  As  expected,  the 
survey  reveals  that  larger  businesses  and  manu- 
facturers are  four  times  as  likely  to  sponsor 
health-promotion  programs  as  the  smallest  firms. 
Because  most  persons  are  employed  by  compara- 
tively small  organizations,  these  findings  suggest 
that  it  may  be  difficult  to  reach  a significant  pro- 
portion of  the  working  population  through  job- 
related  programs. 

It  is  likely,  however,  that  growing  numbers  of 
patients  will  become  involved  with  at  least  one 
work-related  “health  promotion”  program.  As 
the  expenses  for  health  insurance  reach  unpre- 
cedented levels  for  many  employers,  the  business 
community  has  expressed  understandable  in- 
terest in  stemming  health-related  costs.  All  of  the 
firms  in  the  1981  survey  felt  that  important  ben- 
efits are  derived  from  preventive  strategies.  Most 
employers  believe  that,  in  addition  to  increasing 
employee  morale,  health  promotion  programs 
reduce  the  incidence  of  disease,  absenteeism,  and 
compensation  claims.  Moreover,  nearly  half  of 
the  respondents  said  that  organized  corporate 
activities  may  well  decrease  costs  for  the  employer 
because  of  improved  employee  j)roductivity,  few- 
er health  and  life  insurance  claims,  and  lower 
premium  payments  for  workers’  comj)cnsation, 
disability,  and  health  insurance. 

Using  data  from  this  and  other  surveys,  the 
health  department  developed  an  innovative 
program  to  help  corporate  officials  encourage 
healthier  lifestyles  by  their  employees.  More  than 
25, ()()()  Rhode  Island  workers  and  1 (),()()()  adoles- 
cents have  participated  in  the  “W  ellness  Check” 


program  organized  by  the  Rhode  Island  Depart- 
ment of  Health  Office  of  Health  Promotion.  In- 
dividual participants  complete  a 16-page  ques- 
tionnaire covering  their  diet,  exercise  levels,  alco- 
hol and  cigarette  consumption,  use  of  seat  belts, 
moods  and  stress,  exposure  to  toxic  substances, 
and  family  history.  Other  screening  measures, 
such  as  glaucoma  tests,  blood  samples,  and  hyper- 
tension screening,  also  are  performed  at  health 
fairs.  The  employee  receives  a computer  assess- 
ment of  his  overall  health  status  and  suggestions 
for  improvement.  If  any  dysfunctions  are  identi- 
fied during  the  screening  process,  the  employee 
is  referred  to  his  own  physician  for  evaluation 
and  therapy. 

From  the  perspective  of  the  sponsoring  organ- 
ization, however,  the  crux  of  the  program  in- 
volves an  aggregate  statistical  report  concerning 
the  firm’s  employees  in  each  of  the  health  risk 
categories  evaluated.  The  report  also  compares 
the  health  risks  faced  by  the  corporation’s  work- 
ers with  those  of  the  other  25,000  Rhode  Island- 
ers who  have  been  assessed  under  the  program. 
More  importantly,  the  health  department  works 
closely  with  personnel  managers  by  providing  a 
link  to  local  agencies,  such  as  the  American  Red 
Cross  and  Rhode  Island  Division  of  the  American 
Cancer  Society,  which  organize  on-site  programs. 
The  “W’ellness  Check”  evaluation  is  performed  at 
no  cost  to  the  sponsoring  organization. 

Highly  regarded  as  a prototype,  the  “W’ellness 
Check”  program  currently  is  used  by  151  state 
and  local  health  departments  throughout  the 
L’nited  States.  The  Office  of  Health  Promotion 
has  established  a national  network  for  data  collec- 
tion, thus  facilitating  comparisons  of  the  health 
status  of  Rhode  Islanders  with  emj)lovees  in 
other  states.  It  also  has  applied  for  a grant  from 
the  Centers  for  Disease  Control  to  [)erform  a 
six-state  comparative  evaluation  of  the  health 
dangers  facecl  by  adolescents. 

Wendy  J.  Smith  ■ 
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First,  the  good  news  . . . 

Outside  forces  continue  to  affect  physicians  and 
their  traditional  patterns  of  fee-for-service  and 
contacts  with  patients.  Within  the  past  month, 
two  startling  decisions  were  made  which  will  leave 
a permanent  imprint  on  how  doctors  are  paid  for 
their  professional  services.  These  will  result  in  a 
mixed  bag  of  “good  news/bad  news.” 

First,  what  appears  to  be  a major  improvement 
in  the  payment  mechanism  of  Blue  Cross  & Blue 
Shield  of  Rhode  Island  was  approved  by  that 
corporation’s  Board  of  Directors  on  July  26. 
Called  the  Provider  Cash  Management  Program, 
the  proposed  solution  is  aimed  at  eliminating  one 
of  the  most  common  complaints  from  physicians, 
namely,  an  inconsistent  cash  flow  resulting  from 
uneven  Blues  payments.  Without  finger-pointing 
or  trying  to  place  blame  on  past  problems,  either 
with  Blue  Shield  or  physicians’  offices,  the  net 
result  has  been  all  too  frequent  cash  shortfalls  for 
practicing  doctors.  Some  have  had  to  take  bank 
loans  or  borrow  from  other  sources  to  make 
payroll,  pay  rent,  and  purchase  stqjplies.  Others 
have  claimed  these  difficulties  have  prompted 
them  to  become  “non-participating”  providers. 
At  any  rate,  the  proposed  solution  should  helj) 
resolve  this  prolilem. 

Simply  slated,  the  Provider  Cash  Management 
Program  will  reimburse  doctors  in  regular  semi- 
monthly payments  based  on  the  average  .settle- 
ments for  the  previous  year,  plus  a six  per  cent 
allowance  for  changes  in  j)hysician  charges,  util- 
ization, and  mix.  Fhe  program  will  be  entirely 
xioluntary  on  the  physician’s  part  and  mechanically 
will  add  little  or  no  additional  burden  on  office 
staff. 

We  should  applaud  this  effort  on  the  part  of 
Blue  .Shield  aiul  hojjc  that  it  f ulfills  its  j)romise  of 
alleviating  a major  complaint  by  j)hysicians  in 
Rhode  Island.  It  rejnesents  a “first”  in  the  coun- 
try and  will  be  watched  carefully  by  othei  Blues 
plans  nationwide. 

And  now,  the  bad  news  . . . 


Paul  J.  M.  Healey,  MD 


The  new  provisions  for  physician  reimburse- 
ment under  Medicare  have  become  a reality 
under  the  Deficit  Reduction  Act  of  1984  (PL  98- 
869)  enacted  on  July  18,  1984.  This  new  law:  1) 
freezes  reimbursement  levels  from  July  1 , 1984  to 
September  30,  1985;  2)  creates  a two-level  physi- 
cian grouping  of  “])articij)aling”  and  “non- 
participating” doctors;  3)  provides  certain  incen- 
tives to  encourage  physicians  to  sign  jjarticij)ation 
agreements;  4)  prohibits  fee  increases  by  “non- 
j)articij)ating”  physicians  dining  the  15-month 
|)eriod;  and  5)  requires  potentially  se\ere  j.'enal- 
ties  for  violation  of  the  fee  freeze. 

Although  the  j^hysician  has  the  option  of  sign- 
ing a |)articipation  agreement,  it  is  essential  that 
all  doctors  become  well  infbinied  as  to  the  de- 
tailed proxisions  of  this  law  and  its  consecpiences 
for  the  treatment  and  billing  for  medical  serxices 
to  Medicare  recipients,  fhe  A.M.A  |)ublished  an 
exj)lanatoiy  booklet  on  Julv  30  xvhich  should  be 
reijuired  leading  for  all  phvsicians. 
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Health  Promotion  Activities  at  the  Worksite: 
A Rhode  Island  Business  Perspective 

Such  Activities  Show  Promise  as  an  Effective  Means  of  Promoting 
Heaith  and  Improving  Productivity 


1 


Bruce  C.  Kelley,  PhD 
David  M.  Gute,  PhD 
Peter  P.  Potthoff,  MS 
William  J.  Waters,  PhD 


A number  of  articles  and  papers  concerning  em- 
ployer-sponsored health  promotion  activities 
have  appeared  recently  in  magazines,  business 
publications,  and  professional  journals.  Many 
publications  have  advocated  the  development  of 
such  programs,'"^  and  implementation  guide- 
lines have  been  suggested  by  others. 

While  anecdotal  information  has  been  re- 
ported on  programs  organized  by  large  corpora- 
tions, there  are  almost  no  systematic  data  avail- 
able on  health  promotion  activities  sponsored  by 
different  types  of  employers  across  the  country 
or  in  different  regions.  To  determine  the  extent 
of  corporate  involvement  in  Rhode  Island  and 
the  perceived  benefits  of  health  promotion  activi- 
ties to  employers,  the  Rhode  Island  Department 
of  Health  in  1981  conducted  a sample  survey  of 


From  the  Rhode  Island  Department  of  Health,  Providence,  Rhode 
Island 


Bruce  C.  Kelley,  PhD,  Consultant,  Meidinger  Health 
Risk  Management,  Inc,  Minneapolis,  Minnesota.  At 
the  time  of  this  writing.  Doctor  Kelley  serL’ed  as  Chief, 
Office  of  Health  System  Planning,  Rhode  Island  De- 
partment of  Health. 

David  M.  Gute,  PhD,  Director,  Research  and 
Epidemiology,  Massachusetts  Department  of  Health, 
Boston,  Massachusetts. 

Peter  P.  Potthoff,  MS,  Liberty  Mutual  Insurance  Com- 
pany, Boston,  Massachusetts. 

William  J.  Waters,  PhD,  Assistant  Director  for  Health 
Policy,  Rhode  Island  Department  of  Health,  Provi- 
dence, Rhode  Island. 


all  firms  in  the  state.  The  results  of  the  Rhode 
Island  survey  also  were  compared  to  a similar 
study  conducted  in  California.' 

Methodology 

The  Rhode  Island  Department  of  Employment 
Security  provided  a list  of  all  employers  catego- 
rized by  size,  ie,  firms  with  20-49  workers,  50-99, 
and  100  or  more.  Because  many  small  businesses 
do  not  sponsor  health  promotion  activities,  firms 
employing  less  than  20  employees  were  not  in- 
cluded in  the  survey.  Also  excluded  were  two 
major  employers,  the  State  of  Rhode  Island  and 
the  federal  government.  The  Department  of  Em- 
ployment Security  selected  a random  sample  of 
25  per  cent  of  the  firms  with  20-49  employees  and 
25  per  cent  of  the  employers  with  50-99  workers. 
All  firms  with  100  or  more  employees  were  sur- 
veyed. 

A survey  instrument  consisting  of  nine  multi- 
ple-response questions  was  sent  to  952  Rhode 
Island  employers  during  the  week  ofjuly  3,  1981. 
Non-respondents  were  resurveyed  seven  weeks 
later.  The  aggregate  response  rate  was  56  per 
cent  although  the  response  rate  for  firms  with 
100  or  more  employees  was  slightly  higher  at  59 
per  cent  (Table  1). 

Results 

In  Rhode  Island,  there  appears  to  be  a direct 
positive  correlation  between  the  size  of  the  firm 
and  whether  it  sponsors  an  organized  medical 
program,  offers  diagnostic  or  screening  pro- 
grams to  its  employees,  or  provides  preventive 
services  and  health  promotion  programs.  Eable  2 
reveals  that  larger  firms  are  more  likely  to  sjjon- 
sor  organized  medical  or  health  promotion  j)ro- 
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Table  1.  — Count  of  Sampled  Firms  and  Response  Rate 

Firms  with 

Firms  with 

Firms  with 

100  or  More 

Sample  Size 

20-49  Empioyees 

50-99  Empioyees 

Empioyees 

Totai 

Number  sampled 

354 

127 

471 

952 

Number  responded 

196 

54 

280 

530 

Per  cent  responded 

55.37 

42.52 

59.45 

55.67 

grams.  While  only  six  per  cent  of  the  businesses 
with  20-49  employees  reported  any  organized 
health  promotion  activities,  approximately  18 
per  cent  of  those  with  50-99  employees,  and  24 
per  cent  of  the  firms  with  100  or  more  workers 
sponsor  an  identifiable  program. 

Large  firms  also  are  more  likely  than  smaller 
ones  to  offer  screening  tests,  diagnostic  examina- 
tions, or  both  to  their  employees.  Regardless  of 
the  size  of  the  employers,  however,  few  sponsor 
diagnostic  or  screening  programs  designed  to 
identify  the  early  stages  of  specific  health  prob- 
lems. Approximately  18  per  cent  of  the  respon- 
dents sponsor  routine  physical  examinations,  14 
per  cent  hypertension  screening,  and  eight  per 
cent  tuberculosis  screening.  Screening  programs 
for  glaucoma,  diabetes,  or  breast  cancer  are  even 
less  common.  Only  three  per  cent  of  the  respon- 
dents offer  a formal  health  risk  appraisal  to  their 
workers.  These  typically  are  computer-processed 
analyses  of  the  risk  of  death  for  a member  of  a 
given  age  or  sex  cohort  likely  to  result  from  such 
deleterious  “lifestyle”  behaviors  as  inadequate  ex- 
ercise, poor  nutrition,  smoking,  and  excessive 
alcohol  consumption. 

As  with  screening  programs,  only  a compara- 
tively low  percentage  sponsor  intervention  pro- 
grams which  are  intended  to  promote  health  or 
prevent  disease.  Again,  larger  firms  are  more 
likely  to  offer  disease  prevention  and  health 
promotion  programs  than  are  smaller  firms.  Be- 
tween 14  and  26  per  cent  of  the  respondents 
either  directly  or  indirectly  provide  programs  in 
first  aid,  cardiopulmonary  resuscitation,  accident 
prevention,  and  the  Heimlich  maneuver.  Some 
of  the  more  commonly-sponsored  programs  such 
as  first  aid  instruction  and  accident  prevention 
address  major  occupational  health  problems. 
Programs  targeted  toward  cardiopulmonary  re- 
suscitation and  the  Heimlich  maneuver  may  be 
offered  more  frequently  because  they  are  readily 
available  to  interested  sponsors.  Only  four  per 
cent  of  the  respondents  sponsor  activities  which 
attempt  to  modify  such  difficult  behavioral  prob- 
lems as  smoking,  lack  of  exercise,  and  weight 
control. 


Table  2.  — Firms  with  Organized  Health  Promotion 
Activities 


Number  with 

Number  of 

Firm  Size 

Program 

Responses 

Per  Cent 

20-49 

12 

196 

6.12 

50-99 

10 

54 

18.52 

100  or  more 

68 

280 

24.28 

Total 

90 

530 

16.98 

Firms  also  were  queried  as  to  the  benefits  of 
health  promotion  programs  to  both  employers 
and  their  employees.  Table  5 indicates  that  a sig- 
nificant percentage  of  the  respondents  attribute 
valuable  benefits  to  health  promotion  programs. 
While  the  most  commonly-cited  one  is  “better 
health  information,”  a majority  of  the  firms  also 
correlate  health  promotion  programs  with  a re- 
duced risk  of  disease,  less  absenteeism,  fewer 
compensation  claims,  and  improved  employee 
morale.  Moreover,  more  than  40  per  cent  of  the 
respondents  believe  that  health  promotion  pro- 
grams increase  worker  productivity,  reduce 
health  and  life  insurance  claims,  and  reduce  pre- 
miums for  worker’s  compensation,  short-term 
disability  insurance,  and  health  insurance.  Final- 
ly, firms  with  100  or  more  employees  perceive 
more  substantial  benefits  from  these  programs 
than  do  smaller  companies. 

The  Rhode  Island  experience  seems  to  resem- 
ble worksite  programs  in  at  least  one  other  state. 
In  one  of  the  few  published  reports  to  date.  Field- 
ing and  Breslow  recently  addressed  the  findings 
of  their  1981  survey  of  health  promotion  activi- 
ties sponsored  by  California  employers  with  100 
or  more  workers.'  As  in  Rhode  Island,  the  larger 
firms  were  more  likely  to  sponsor  an  identifiable 
activity.  Approximately  98  per  cent  of  the  Cali- 
fornia firms  with  5,000  or  more  employees  had 
implemented  at  least  one  program  compared  to 
66  per  cent  of  the  companies  employing  100-249 
workers.  General  programming  trends  appear  to 
be  similar  in  both  states.  While  programs  on  acci- 
dent prevention,  cardiopulmonary  resuscitation, 
and  the  Heimlich  maneuver  were  the  most  fre- 
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Table  3.  — Testing  and  Screening  Programs  By  Size  of  Firm 


Number  of  Employees 


Program 

20-49  Employees 

50-99  Employees 

1 00  or  More  Employees 

Total 

Breast  cancer 

2 (1.02)* 

0(0) 

20  (7.86) 

22 

(4.53) 

Pap  smear 

3 (1.53) 

0(0) 

6 (2.14) 

9 

(1.70) 

Lung  function 

3 (1.53) 

1 (1.85) 

15  (5.36) 

19 

(3.50) 

Hypertension 

5 (2.55) 

2 (3.70) 

68  (24.29) 

75 

(14.16) 

Diabetes 

2 (1.02) 

0(0) 

23  (8.21) 

25 

(4.72) 

Glaucoma 

2 (1.02) 

1 (1.85) 

22  (7.86) 

25 

(4.72) 

Tuberculosis 

8 (4.08) 

3 (5.55) 

33  (11.79) 

44 

(8.30) 

Physical  Examination 

17  (8.67) 

10  (18.52) 

66  (23.57) 

93 

(17.55) 

Health  Risk  Appraisal 

1 (0.51) 

0(0) 

16  (5.71) 

17 

(3.21) 

* Parenthetical  number  indicates  percentage  of  responding  firms. 


Table  4.  — Intervention  Program  Data 


Program 

20-49  Employees 

Number  of  Employees 
50-99  Employees  100  or  More  Employees 

Total 

Weight  Control 

2 (1.02)* 

4 (7.40) 

23  (8.21) 

29  (5.47) 

Physical  Fitness 

2 (1.02) 

2 (3.77) 

16  (5.71) 

20  (3.77) 

Nutrition 

2 (1.02) 

2 (3.70) 

17  (6.07) 

21  (3.96) 

Smoking  Cessation 

3 (1.52) 

2 (3.70) 

18  (6.43) 

23  (4.34) 

Alcohol'Drug  Abuse 

3 (1.53) 

2 (3.70) 

40  (14.28) 

75  (8.49) 

Stress 

4 (2.04) 

3 (5.55) 

11  (3.93) 

18  (3.40) 

Personal  Health 

3 (1.53) 

1 (1.85) 

26  (9.29) 

30  (5.66) 

First  Aid 

18  (9.18) 

5 (9.26) 

116  (41.43) 

139  (26.23) 

Self  Protection 

10  (5.10) 

6 (11.11) 

41  (14.64) 

57  (10.75) 

Accident  Prevention 

15  (7.65) 

10  (18.52) 

91  (32.50) 

116  (21.89) 

Back  Pain  Prevention 

8 (4.08) 

3 (5.55) 

44  (15.71) 

55  (10.38) 

CPR 

13  (6.63) 

6 (11.11) 

97  (34.64) 

116  (21.89) 

Heimlich  Maneuver 

15  (7.65) 

6 (11.11) 

76  (27.14) 

97  (18.30) 

Preventive  Dental 

6 (3.06) 

1 (1.85) 

9 (3.21) 

16  (3.02) 

Health  Education 

4 (205) 

2 (3.70) 

30  (10.71) 

36  (6.79) 

Health  Insurance  Covering 
Preventive  Services 

21  (10.71) 

6 (11.11) 

48  (17.14) 

75  (14.15) 

* Parenthetical  number  indicate  percentage  of  responding  firms. 


Table  5.  — Perceived  Benefits  of  Health  Promotion  Programs 

20-49  Employees 

Number  of  Employees 
50-99  Employees 

1 00  or  More  Employees 

Reduces  Disease  Risk 

88  (44.89)* 

29  (53.70) 

173  (61.78) 

Reduces  Absenteeism 

88  (42.86) 

24  (44.44) 

186  (66.43) 

Reduces  Comp  Claims 

72  (36.73) 

22  (40.74) 

171  (61.07) 

Reduces  Health  Life  Insurance  Claims 

66  (33.67) 

19  (35.18) 

151  (53.93) 

Provides  General  Information 

96  (48.97) 

31  (33.33) 

200  (71 .43) 

Improves  Productivity 

63  (32.14) 

18  (33.33) 

146  (52.14) 

Improves  Morale 

81  (41.33) 

22  (40.74) 

174  (67.79) 

Lowers  Premiums 
* Number  (per  cent  of  respondents). 

67  (34.18) 

19  (35.18) 

166  (59.28) 
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quently  offered  activities  in  both  states,  compara- 
tively few  employers  in  either  California  or 
Rhode  Island  developed  programs  on  such  be- 
havioral issues  as  smoking,  weight  control,  nutri- 
tion, and  fitness. 

Discussion 

There  appears  to  be  a direct  relationship  between 
the  size  of  the  firm  and  the  existence  of  employer- 
sponsored  health  promotion  activities.  In  Rhode 
Island,  the  larger  firms  surveyed  (ie,  100  or  more 
employees)  were  approximately  four  times  as 
likely  to  offer  such  programs  as  the  smallest  firms 
(ie,  20-49  employees).  Because  most  persons  are 
employed  by  comparatively  small  organizations, 
these  findings  suggest  that  it  may  be  difficult  to 
reach  a significant  portion  of  the  adult  working 
population  through  worksite  health  promotion 
programming. 

With  the  exception  of  programs  directed  to- 
ward accident  prevention,  cardiopulmonary  re- 
suscitation, and  the  Heimlich  maneuver,  few  em- 
ployers sponsor  activities  designed  to  address 
specific  health  problems.  Accident  prevention 
programs  are  required  by  law  for  many  em- 
ployers, and  training  in  both  cardiopulmonary 
resuscitation  and  the  Heimlich  maneuver  is 
readily  available  from  voluntary  health  agencies. 
Few  employers  sponsor  health  promotion  pro- 
grams intended  to  reduce  such  major  risk  factors 
as  smoking,  poor  nutrition,  lack  of  exercise,  sub- 
stance abuse,  and  hypertension.  If  the  findings 
accurately  reflect  the  sentiments  of  the  Rhode 
Island  business  community,  however,  there  is 
reason  for  optimism  concerning  the  future  of 
worksite  programming.  Regardless  of  the  firm 
size,  important  benefits  were  perceived  as  result- 
ing from  these  programs.  Most  employers  believe 
that  health  promotion  programs  reduce  the  inci- 
dence of  disease,  absenteeism,  and  compensation 
claims  and  improve  employee  morale.  More  than 
40  per  cent  of  the  respondents  also  felt  that 
health  promotion  programs  would  increase  em- 
ployee productivity,  reduce  health  and  life  insur- 


ance claims,  and  lower  premiums  for  workers’ 
compensation,  short-term  disability,  and  health 
insurance. 

To  stimulate  the  widespread  adoption  of  such 
activities,  however,  a varied  approach  may  well  be 
necessary.  Public  health  agencies,  voluntary  orga- 
nizations, and  commercial  underwriters  of  risk 
reduction  programs  should  develop  cost- 
effective  educational  programs  which  address 
major  risk  factors.  The  providers  of  risk  reduc- 
tion programs  might  encourage  more  firms  to 
sponsor  such  activities  if  they  were  to  offer  more 
comprehensive  service  packages,  including  em- 
ployee solicitation,  integrated  management  sup- 
port services,  a range  of  risk  reduction  programs, 
and  evaluation  services.  Finally,  greater  public 
subsidy  and  broader  coverage  of  health  educa- 
tion activities  than  currently  available  under  most 
medical  insurance  programs  would  contribute 
substantially  to  increasing  the  number  of  work- 
site programs. 
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Employee  Leasing  Works . . . 


Employee  leasing  is  recognized  with  a “safe  harbor”  provision  of  TEFRA  (Tax 
Equity  & Fiscal  Responsibility  Act)  recently  approved  by  Congress.  TEFRA  aflows 
you  the  luxury  of  running  your  business  without  “employees.” 

This  enables  you  to  become  the  sole  pcirticipant  of  your  tax  deferred  pension 
£ind  medical  reimbursement  plan,  and  gain  tcix  advantages  available  only  to  single 
employee  businesses. 


• STABLE  WORK  FORCE 

• NO  REPORTING  DUTIES 

• BETTER  BENEFITS 

• LOW  COST  BENEFITS 

• PERSONNEL  SERVICES 

• REDUCED  ADMINISTRATION  COSTS 

• TAX  INCENTIVE  WITH  OWNER’S  PENSION  PLAN 

• INCREASED  MORALE  AND  LOYAUY 

• FOCUS  ON  RUNNING  BUSINESS.  NOT  ADMINISTRATION 

• REDUCED  EMPLOYEE  LIABILITY 


Employee  Leasing  Company,  Inc, 


401/941-4020  • 674  Elmwood  Avenue  • Providence,  RI  02907 


For  You, 

Your  Staff,  and 
Your  Business 


\ 


TAX  ADVANTAGES 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIR.. 

INFLUENCE  AMA  POLICY 


Participate  • Influence  Or^ani^ed  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  • Face  Medical  Staff  issues  • 
Participate  • Predict  Medical  Staff  ‘Wends  ‘ 

Participate  • 


AMA  Hospital  Medical  Staff  Section 
Fourth  Assembly  Meeting 
November  29-December  3, 1984 
Hilton  Hawaiian  Village 
Honolulu 


For  Information  Contact: 


American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 
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SPECIAL  REPORT 


Rhode  Island  General  Assembly  Adjourns  in  May 

Elizabeth  Conklin 


After  a last-minute  deadlock  over  the  state’s 
budget,  the  Rhode  Island  General  Assembly  ad- 
journed for  the  year  on  May  1 1,  1984,  almost  a 
week  later  than  scheduled.  During  the  three- 
month  long  session,  the  lawmakers  considered 
nearly  200  bills  on  health-related  matters.  After 
reviewing  these  proposals,  the  Public  Laws  Com- 
mittee, under  the  leadership  of  Doctor  Peter 
D.  T.  Clarisse,  recommended  that  the  Society- 
target  its  efforts  on  40  bills  through  testimony 
and  lobbying.  The  daily  monitoring  of  legislative 
activities  by  Society  staff,  according  to  Doctor 
Clarisse,  also  contributed  substantially  to  the 
“success  of  this  year’s  efforts.” 

The  following  major  issues  emerged  during 
the  1984  session: 

Medical  malpractice:  At  the  request  of  the  Socie- 
ty, Senator  John  Revens  (D, Warwick)  sjjonsored 
a package  of  five  bills  intended  to  alleviate  the 
malpractice  crisis.  The  bills,  if  passed,  would  have 
established  guidelines  for  the  structured  pay- 
ment of  awards  greater  than  $ 100, ()()(),  reduced 
the  interest  on  awards  from  12  jter  cent  to  10  per 
cent,  and  limited  awards  for  pain  and  suffering  to 
$250,000.  An  amendment  to  the  collateral  source 
rule  and  the  establishment  of  c|ualif  ications  for 
expert  witnes.ses  were  also  included  in  the  j)ro- 
posed  legislation. 

Instead  of  acting  on  the  original  malpractice 
package,  the  Senate  ) udiciary  Committee  created 
a special  legislative  commission  to  study  the  prob- 
lem and  report  its  findings  by  next  Lebi  uarv.  The 


Elizabeth  Conklin  currently  is  enrolled  in  the  Post  Bac- 
calaureate Premedical  Program,  Biyn  Main  College, 
Biyn  Main,  Pennsylvania.  After  Brian  R.  Clarke  left 
the  Society  in  April  to  accept  a position  with  Blue  Cross 
(s'  Blue  Shield  of  Rhode  Island,  Ms.  Conklin  was  en- 
gaged to  monitor  legislative  activities  for  the  Society 
during  the  la.st  two  months  of  the  19S4  session. 


15-member  commission  is  to  include  one  rejjre- 
sentative  each  from  the  Rhode  Island  Medical 
Society  and  the  Joint  Lhiderwriting  Association. 

The  (General  Assembly  also  considered  sevei  al 
proposals  regarding  the  statute  of  limitations.  A 
new  law  covers  injuries  resulting  from  alleged 
malpractice  which  were  not  discoverable  at  the 
time  of  occurrence.  For  such  cases,  the  ])laintiff 
may  file  suit  within  three  years  of  the  date  the 
injury  should  have  been  discovered  instead  of  the 
previous  three-year  limitation  dating  from  the 
occurrence  of  the  incident.  Another  recently- 
enacted  law  extends  the  period  for  suing  a de- 
ceased person  from  one  year  after  the  death  until 
one  year  after  the  apjjointment  of  an  executor. 

The  escalating  malj^ractice  j^roblem.  Doctor 
Clarisse  told  the  annual  session  of  the  House  of 
Delegates  in  May,  will  continue  as  “the  Society’s 
major  jiriority”  during  the  1985  session. 

Optometric  drug  use:  As  the  result  of  combined 
efforts  by  the  Society,  the  Rhode  Island  Ophthal- 
mological  Society  and  the  Brown  Lhiiversity 
Program  in  Medicine,  the  House  Corporations 
Ciommittee  refused  to  act  on  a bill  which  would 
have  ])ermitted  optometrists  to  use  therapeutic 
drugs  to  treat  ocular  disease.  While  ojjtometrists 
in  57  states,  including  Rhode  Island,  mav  use 
drugs  for  diagnostic  ])utposes,  prescription  of 
theraj)eutic  agents  is  jtermitted  only  in  \Vest  \'ir- 
ginia  and  North  Carolina. 

Doctor  Milton  W.  Hamolskv,  Phvsician-in- 
Chief,  Department  of  Medicine,  Rhode  Island 
I lospital,  and  RIMS  Secretary,  told  the  legislators 
that  many  ocular  conditions  may  be  manifesta- 
tions of  general  systemic  disease  which 
optometrists  are  not  tiained  to  recogni/.e.  Also 
speaking  against  the  bill  weie  Doctors  David  S. 
(deer.  Dean,  Brown  L'niversitv  Piogiam  in 
Medicine;  RobeitS.  L.  Kindet , Chief  Of  ( )phthal- 
mologv,  Rhode  Island  Hospital;  H.  Denman 
Scott,  Director,  Rhode  Island  Department  of 
Health;  1 homas  Hutchinson,  1 farvard  Medical 
School;  and  .Alfred  I.emoine,  a Kansas  Citv 
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ophthalmologist. 

The  successful  legislative  strategy  was  orga- 
nized by  Doctor  V.  Jacob  Schinazi,  President, 
Rhode  Island  Ophthahnological  Society. 

Physicians  assistants  (PAs)  and  allied  health  provid- 
ers: The  1984  session  saw  more  attempts  by  non- 
phvsician  health  care  providers  to  expand  their 
clinical  role  through  legislation.  The  House 
Health,  Education,  and  Welfare  (HEW)  Ciommit- 
tee  considered  two  bills  which,  if  approved, 
would  have  expanded  the  scope  of  practice  of 
PAs.  In  testimony  before  the  House  HEW  Com- 
mittee, then  RIMS  President  Doctor  Charles  P. 
Shoemaker  supported  a bill  introduced  by  Brown 
L'niversity  which  would  have  exemptetl  PAs  in 
university  settings  from  the  supervision  require- 
ments of  the  current  PA  law.  Approved  bv  the 
Committee,  this  bill  later  was  amended  on  the 
House  floor  to  include  the  broader  provisions  of 
a second  bill  which  had  been  rejected  earlier  by 
the  House  HEW  Committee.  Doctors  Shoemaker 
and  Charles  E.  Millard,  a RIMS  past  president 
(198 1- 1982),  emphasized  before  the  Senate 
HEW  Committee  the  dangers  of  “expanding  the 
scope  of  practice  bv  legislative  fiat  rather  than 
through  education  and  training.”  They  also 
pointed  out  some  of  the  manv  inconsistencies 
which  have  resulted  from  the  proliferation  of 
separate  licensing  boards  for  each  of  the  allied 
health  professions.  As  the  result  of  growing 
opposition,  the  Senate  HEW  Committee  refused 
to  act  on  the  PA  proposal,  and  the  bill  died  for  the 
year. 

The  Ceneral  Assemblv,  however,  did  enact 
several  bills  which  affect  allied  health  providers. 
4'he  Rhode  Island  Department  of  Health  has 
been  authorized  to  create  a licensing  board  for 
occupational  therapists.  Legislation  also  was 
approved  which  establishes  standards  for  clinical 
social  workers  and  provides  a licensure  mechan- 
ism through  the  Rhode  Island  Department  of 
Social  and  Rehabilitative  Services.  The  lawmak- 
ers reduced  the  total  period  of  clinical  training 
for  athletic  trainers  from  1 ,800  to  1 ,000  hours.  As 
the  result  of  opposition  from  the  Society  and 
other  organizations,  a bill  to  license  “marital  and 
family  therapists”  was  defeated. 

Living  wills:  Representing  both  the  Society  and 
the  Rhode  Island  District  Branch  of  the  Amer- 
ican Psvchiatric  Association,  Doctor  James  R. 
McCartnev  testified  before  the  Senate  Judiciary 
Committee  in  support  of  a bill  which  would  have 
provided  a voluntary  mechanism  for  living  wills. 
\Vhile  the  bill  was  defeated  on  the  Senate  floor, 
the  General  Assembly  did  create  a special  legisla- 


tive commission  to  study  the  right  of  “adult  per- 
sons to  control  decisions  relating  to  their  medical 
care.” 

Mental  health:  Both  the  House  and  the  Senate 
considered  several  proposals  which  would  have 
eliminated  “mental  injury”  as  a compensable  ex- 
pense under  the  worker’s  compensation  pro- 
gram. While  the  Society,  in  cooperation  with  the 
Rhode  Island  District  Branch  of  the  American 
Psychiatric  Association,  successfullv  sought  an 
amendment  to  provide  compensation  for  di- 
agnosed psychiatric  disabilities,  no  action  was 
taken  on  either  the  original  or  amended  versions. 

Worker’s  compensation:  As  part  of  the  legislative 
debate  over  the  Greenhouse  Compact  proposals, 
the  Rhode  Island  General  Assembly  considered 
several  bills  designed  to  reform  the  worker's  com- 
pensation system.  Doctor  Anthony  E.  Merlino 
testified  before  the  Senate  Einance  Committee  in 
opposition  to  a bill  which  would  have  mandated 
that  all  rehabilitative  services  for  worker’s  com- 
pensation cases  be  performed  by  the  John  Donley 
Center  in  Providence.  While  the  Senate  bill 
failed,  two  House  bills  with  similar  requirements 
later  surfaced  during  the  session.  Under  the  law 
finally  approved  by  the  General  Assembly,  an 
employer  may  petition  to  have  the  Donley  Center 
evaluate  the  rehabilitative  services  provided  to  an 
injured  worker  by  other  providers. 

Legal  drinking  age:  In  testimonv  before  the  Sen- 
ate Special  Legislation  Committee,  Doctors 
Shoemaker  and  John  S.  O'Shea  strongly  sup- 
ported a move  to  increase  the  state’s  legal  drink- 
ing age  to  2 1 years.  The  new  law  became  effective 
July  1. 

Emergency  telephone  system:  Doctor  Jack  B.  Fra- 
naszek,  representing  both  the  Society  and  the 
Rhode  Island  Chapter  of  the  American  College 
of  Emergency  Physicians,  told  the  Senate  HEW 
and  Finance  Committees  that  a 911  emergency 
number  system  is  essential  to  providing  adequate 
emergency  services.  The  General  Assembly  au- 
thorized placing  a So  million  bond  referendum  to 
finance  implementation  of  a 911  system  on  the 
November  ballot. 

Limited  licensure:  In  an  action  long  supported  by 
the  Society,  the  General  Assembly  approved  a bill 
which  extends  the  authoritv  of  the  Board  of 
Medical  Review  to  cover  phvsicians  with  limited 
licenses. 

Physicians  participation  in  insurance  programs: 
Several  pieces  of  legislation  were  introduced  in  a 
continuing  effort  to  require  that  physicians  dis- 
close more  information  concerning  their  billing 
policies.  Early  in  the  session,  the  House  approved 
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a resolution  calling  upon  Congress  to  mandate 
acceptance  of  Medicare  benefits  as  “payment  in 
full.” 

Dr.  Augustine  McNamee  testified  against  a bill 
which  would  have  required  anesthesiologists  to 
inform  their  patients  if  services  are  covered  by 
insurance  before  any  procedures  are  performed. 
Because  of  the  way  that  many  anesthesiology  de- 
partments are  organized,  Doctor  McNamee  said 
this  provision  would  be  “unworkable.”  While  the 
House  HEW  Committee  refused  to  act  on  this 
bill,  the  General  Assembly  did  enact  legislation 
which  requires  physicians  to  disclose  their  Medi- 
care assignment  policy  concerning  office  proce- 
dures. This  act  also  mandates  that  all  health  care 
facilities  provide  patients  with  a summarized 
medical  bill  upon  discharge. 


106  Francis  Street 
Providence.  Rhode  Island  02908 


Join  Our  Trans-Canal  Group 
14  Days  — October  20-November  3 
Other  Select  Group  Departures 

Home  Lines  "Atlantic”  — March  16 
Holland  America  "Rotterdam"  — April  27 
Come  with  us  to  Alaska  Inside  Passage  on  the 
"Nieuw  Amsterdam"  7 days  — June  22 


qRACE  traveI  Inc. 

785-2020 


TURN 

TO  POSTGRADUATE  MEDICINE 


Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

Postraduate 

Medicine 


Where  Clinical  Diversity  is  an  Art. 


405 


ScptcMiibcr,  1984  — \’ol.  f)7 


The  IBM  Personal  Computer 
A tool  for  modern  times 

in  the  Medical  Office. 


MEDI-SCAN®,  an  Authorized  IBM®  Value- 
Added  Dealer  for  the  Personal  Computer 

Our  Comprehensive  $8,995.00  MEDI-SCAN  In-office 

Billing  And  Accounting  System  Includes: 

• The  IBM  Personal  Computer  XT  with  128K, 

10  Megabyte  hard  disk. 

• The  IBM  Graphics  Printer. 

• MEDI-SCAN  software — customized  for  your 
practice,  including  procedure  numbers  for  state 
agencies.  Generates  accounting  reports, 
comprehensive  patient  statements,  insurance 
and  third  party  forms. 

• Optional  electronic  paperless  billing  to  third  party 
agencies,  where  applicable. 

• Training — Complete  in-office  training  for  your  staff. 

• Support — “HOT-LINE”  800  number  for 
continuous  support. 


MEDI-SCAN  Single  Source 
Support  System 


MEDI-SCAN’S  unique,  comprehensive  hardware  and  software  maintenance  agreement  guarantees  continuing 
service  and  repair,  system  updates  and  additional  customization,  plus  in-office  training — all  from  one  source.  Our 
local  training  consultants  and  technicians  are  dedicated  to  giving  you  the  best  possible  service. 


IBM  Personal  Computer  XTs  are  in  stock  in  our  local  warehouses  ready  to  be  immediately  installed.  Over  three 
hundred  physicians  are  using  the  MEDI-SCAN  System— join  them  in  making  the  IBM  PC-XT  “A  tool  for  modem 
times  in  the  medical  office.” 

Networking  available  for  group  practices  and  clinics 


I would  like  to  know  more  about  the  MEDI-SCAN  Or  call:  800-922-1021 

System  on  the  IBM  Personal  Computer  XT.  In  MA;  800462-1009 

Dr. Send  to:  MEDI-SCAN 


Address. 
City 


90  Madison  Street,  Worcestei;  MA  01608 


State. 


Zip. 


Phone  ( ). 


Service  centers  currently  in:  New  England  • Mid  Atlantic  States  • Mid  Western  States  • California  • Texas 


® MEDI-SCAN  is  a registered  trademark  of  PAL  Assoc.  Inc. 

PAL  Associates  is  an  Authorized  IBM  Value-Added  Dealer  for  the  Personal  Computer. 
*IBM  is  a regi,stered  trademark  of  International  Business  Machines  Corporation. 


1984  ANNUAL  MEETING 
REPORT 


Committee  Reports 


The  following  reports  of  committee  activities 
during  1983- 1 984  were  submitted  for  the  consid- 
eration of  the  House  of  Delegates  at  its  May  23, 
1984  annual  session: 

Committee  on  Aging 

The  Committee  on  Aging  met  twice  during  1983- 
1984  under  the  leadership  of  its  chairman,  the 
late  Doctor  Johannes  Virks,  to  discuss  the  follow- 
ing: 

Educational  activities  on  geriatrics:  The  Committee 
met  with  Doctor  Marsha  Fretwell,  Assistant  Pro- 
fessor of  Medicine,  Brown  University  Program  in 
Medicine,  and  Head,  Section  on  Geriatrics,  Rog- 
er Williams  General  Hosjiital,  to  discuss  the 
medical  school’s  activities  in  this  area. 

Outpatient  Geriatric  Assessment  Unit:  At  the  time  of 
his  death  in  March  1984,  Doctor  Virks  was  head 
of  an  outpatient  geriatric  assessment  unit  at  the 
General  Hospital,  Rhode  Island  Medical  Center. 
The  Committee  had  discussed  the  project  at  both 
its  meetings.  The  unit  was  developed  to  provide 
integrated  medical,  j)sychiatric,  and  jjsychologi- 
cal  assessments  of  elderly  patients  referred  by 
private  physicians  and  service  agencies. 
i\ losing  homes:  At  its  May  17,  1983  meeting,  the 
(a)mmittee  met  with  15  medical  diiectors  of 
Rhode  Island  nursing  homes  to  discuss  issues 
related  to  long-term  care. 

In  addition.  Committee  members  represented 
the  Society  at  the  following  legislative  hearings:  1 ) 
Doctoi  Marsha  Fretwell  represented  RIMS  be- 
fore the  Rhode  Island  Geneial  Assembly  Home 
Health  Care  Committee  in  February  1984.  1 he 
legislative  committee  is  charged  with  expanding 
the  j)rovision  of  home  health  services  to  Rhode 
Island  citizens;  2)  Doctor  Henry  Izeman  testified 
at  a special  April  1984  session  of  the  US  House 
Committee  on  Aging  sjjonsored  by  Rej)  (4audine 
Schneider  in  Warwick.  Doctor  Izeman  partici- 
j)ated  as  pai  t of  a j)anel  which  also  included  rep- 
resentatives from  the  Hospital  Association  of 
Rhode  Island  and  Health  Care  Review,  Inc;  and 


3)  The  Society  also  was  represented  at  a June  lb, 
1984  program  on  Medicare  organizecl  by  the 
office  of  Senator  Claiborne  Pell.  Nearly  1, ()()() 
senior  citizens  jjarticipated  in  the  day-long  meet- 
ing held  at  the  Community  College  of  Rhode 
Island  in  Warwick. 

Cancer  Committee 

The  Cancer  (’.ommittee  has  been  active  during 
the  past  year  in  supporting  the  develojiinent  of  a 
computerized  statewide  tumor  registry.  A meet- 
ing was  held  November  1,  1983  to  encourage  the 
participation  of  physicians  in  the  development  of 
the  registry,  which  is  being  coordinated  through 
the  Hospital  Association  of  Rhode  Island 
(HARD. 

Representatives  of  the  1(3  general  hosj^itals  in 
Rhode  Island  were  invited  to  discuss  the  back- 
ground of  the  tumor  registry  system  in  the  state 
and  to  plan  for  hospital  and  physician  involve- 
ment in  the  continued  activity  of  a computerized 
system  for  the  collection  of  important  data  on 
newly-diagnosed  cancer  cases  and  follow-up  sur- 
vival information.  Fhe  Cktncer  Ca)mmittee  had 
))reviously  endorsed  the  development  and 
a])proval  of  cancer  {jrograms  and  l egist  l ies 
under  the  j^rotocol  developed  by  the  American 
C4)llege  of  Surgeons.  After  the  Caimmittee’s 
November  meeting,  the  HARI  Cancer  Program 
C-ouncil  expanded  its  physician  membership. 
Fhe  Ckmcer  Committee  also  jilans  to  encourage 
hosjMtal  coordination  between  the  liaison  mem- 
bers of  the  American  College  of  Surgeons  with 
Committee  members  to  facilitate  the  develoj)- 
ment  and  apjiroval  of  hospital  cancer  programs 
approved  by  the  (aillege. 

Fhe  Cancer  Committee  also  has  endorsed 
j)rograms  dealing  with  cancer  and  the  elderly  as 
well  as  the  many  active  educational  programs  and 
tumor  boards  throughout  the  state. 

Francis  |.  Cummings,  MI) 

Chairman 
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Educational  and  Scientific  Board 

The  Educational  and  Scientific  Board  is  responsi- 
ble for  maintaining  the  Society’s  authorization  to 
award  credit  for  continuing  medical  education 
programs  from  the  Accreditation  Council  for 
Continuing  Medical  Education.  Nine  hospitals  in 
Rhode  Island  currently  receive  their  authoriza- 
tion to  review  programs  for  Category  1 CME 
credit  from  the  Societv. 

As  part  of  its  continuing  activities,  the  Board 
also  reviews  applications  for  CME  credit  from 
other  program  sponsors,  including  phar- 
maceutical companies  and  state  specialtv  orga- 
nizations. Ehis  is  a responsibility  that  the  Board 
regards  as  an  especially  serious  one  since  the 
awarding  of  CME  credit  carries  with  it  the  impri- 
matur of  the  Rhode  Island  Medical  Society  as  a 
co-sponsor. 

During  the  past  year,  the  Board  has  approved 
nearly  40  applications  for  CME  credit  from  phar- 
maceutical houses,  the  Rhode  Island  Department 
of  Health,  and  state  specialty  organizations.  A 
member  of  the  Educational  and  Scientific  Board 
routinely  attends  many  of  these  programs  to 
assure  their  educational  value. 

Edward  A.  lannuccilli,  MD 
Chairman 

Library  Committee 

The  major  goal  of  the  Library  Committee  during 
the  past  year  has  been  weeding  the  Library’s  col- 
lection. The  objective  of  the  weeding  project  is  to 
maintain  a library  collection  of  unique,  rare,  or 
historically  important  material  and  a small,  rep- 
resentative .section  of  current  clinical  informa- 
tion. To  date,  14  of  the  42  major  subject  areas 
have  been  weeded  with  invaluable  assistance 
from  individual  Society  members. 

The  Library  continues  to  provide  reference 
services  and  materials  from  the  collection  to  Soci- 
ety members  and  the  general  public.  Statistics  for 
the  period  June  1983  to  May  1984  include:  1) 
interlibrary  loan  transactions:  775  articles  (529 
for  members);  2)  materials  provided  directly 
from  the  collection:  454  articles  and  49  books; 
and  3)  visits:  133  members  and  332  others,  in- 
cluding health  care  professionals,  students,  and 
general  public.  Eighty-three  books  were  added  to 
the  library  collection  and  183  Journals  are  cur- 
rently being  received,  30  by  subscription  and  153 
on  a gift  or  exchange  basis.  The  Library  is  ex- 
panding its  collection  of  socio-economic  and  sta- 
tistical material.  Publications  of  the  American 
Medical  Association,  including  all  legislative 


analyses  and  statistical  reports,  also  are  main- 
tained on  file. 

The  Library  Committee  has  established  the  fol- 
lowing goals  for  1984-1985:  continuation  of  the 
weeding  project,  maintenance  and  preservation 
of  the  collection,  and  additional  publicity  con- 
cerning the  Library  and  its  services. 

Jay  M.  Orson,  MD 
Chairman 

Committee  on  the  Medical  Aspects  of  Sports 

The  Committee  on  the  Medical  Aspects  of  Sports 
has  decided  not  to  hold  a national  meeting  at  the 
L’niversity  of  Rhode  Island  during  1984.  The 
Committee  currently  is  considering  sponsorship 
of  a joint  meeting  with  another  organization  on 
the  value  of  exercise  as  a component  of  weight 
reduction. 

A.  A.  Savastano,  MD 
Chairman 

Medical  Economics  Committee 

The  Medical  Economics  Committee  met  August 
26,  1983.  The  issue  of  whether  hospitals  can  re- 
quire its  staff  members  to  retain  malpractice  in- 
surance was  discussed.  After  considerable  re- 
search concerning  such  policies  in  Rhode  Island 
and  elsewhere,  it  was  determined  that  there  is 
considerable  support  for  such  policies.  In  fact, 
the  courts  alreacly  have  determined  that  hospitals 
are  well  within  their  rights  to  establish  this  re- 
quirement as  a condition  for  staff  membership. 

The  issue  of  indemnity  versus  usual,  customary 
and  reasonable  systems  of  reimbursement  was 
discussed.  The  committee  took  no  position  on 
this  subject,  but  developed  an  informational  re- 
port for  the  consideration  of  the  House  of  Dele- 
gates. 

The  committee  chairman  also  met  with  a pri- 
vate insurance  company  consultant  to  investigate 
the  feasibility  of  encouraging  a return  of  private 
insurance  carriers  to  the  state  for  the  purpose  of 
underwriting  malpractice  insurance. 

Louis  Vito,  Jr.,  MD 
Chairman 

Joint  Medical-Legal  Committee  with 
Rhode  Island  Bar  Association 

In  May  1983,  then  Society  President  Doctor  Mel- 
vin D.  Hoffman,  with  the  agreement  of  the  then 
President  of  the  Rhode  Island  Bar  Association, 
Melvin  Chernick,  reactivated  the  Joint  Medical- 
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Legal  Committee.  Representatives  from  each 
organization  were  appointed.  The  Committee 
was  established  to  review,  discuss,  and,  if  possible, 
develop  a consensus  regarding  mutual  problems. 
The  initial  representatives  from  the  Society  in- 
cluded Doctors  Paul  T.  Welch,  Edward  Spindell, 
Robert  J.  Westlake,  Charles  J.  Ashworth,  Jr.,  and 
Royal  C.  Hudson.  The  initial  members  from  the 
bar  association  were  Thomas  D.  Gidley,  E.  Paul 
Grimm,  Richard  P.  McMahon,  Ira  L.  Schreiber, 
Ralph  B.  Semanoff,  and  Merrill  W.  Sherman. 
During  the  vear.  Doctors  Hudson  and  Ashworth 
resigned  and  Doctors  Elie  J.  Cohen  and  Leonard 
F.  Hubbard  were  appointed  in  their  place. 

A total  of  ten  meetings  were  held  between  June 
1983  and  May  1984.  The  Joint  Committee 
elected  a chairman  from  one  organization  and  a 
secretary  from  the  other  for  the  year.  Thomas  D. 
Gidley  was  elected  chairman  and  Brian  R.  Clarke, 
then  Assistant  Executive  Director  of  the  Society, 
provided  staff  support  during  the  year.  The 
Committee,  in  addition  to  its  consideration  of 
mutual  concerns,  also  was  charged  with  review- 
ing legislative  proposals  which  affect  the  two  pro- 
fessions. The  following  issues  were  considered: 
confidentiality,  “do  not  resuscitate”  orders, 
medicaPlegal  cooperation  code,  interprofession- 
al code,  and  the  release  of  medical  records. 

Proposed  topics  for  1984-1985  will  be  further 
consideration  of  the  revised  interprofessional 
code,  a review  of  the  medical  malpractice  liability 
problem,  further  deliberation  concerning  “do 
not  resuscitate”  regulations  which  may  be  prom- 
ulgated through  the  Medical  Examiners  Com- 
mission, and  technological  advances  and  legal 
problems. 

The  interprofessional  code  deliberations  have 
met  with  diverse  opinions  which  are,  as  vet,  unre- 
solved. As  a result,  a new  code  has  not  emerged 
for  the  consideration  of  both  organizations. 
Further  work  through  dialogue  and  compromi.se 
are  required  on  the  issues  of  the  interprofessional 
code  and  the  release  of  medical  records. 

The  Joint  Committee  has  met  faithfully  with 
lively  conversation,  f ree  exchange  of  viewpoints, 
and  the  resjjectful  consideration  of  oj)inions  held 
by  our  colleagues.  1 look  forward  to  submitting  an 
interprofessional  code  that  will  be  satisfactory  to 
both  professions  in  the  neat  future  with  the  in- 
spired input  from  Ira  Schreiber  as  co-author.  1 
anticipate  the  development  of  uniform  regula- 
tions for  all  Rhode  Island  hospitals  for  “do  not 
resuscitate”  orders  within  the  next  year.  Doctor 
Westlake  will  undertake  additional  considei  ation 
of  the  confldentialitv  of  medical  records  and  the 


appropriate  appointment  of  guardians  for  the 
incompetent.  It  has  been  a year  of  excellent  ex- 
change of  attitudes  and  ideas  between  the  two 
professions.  The  results  of  this  Joint  Committee 
should  be  productive  and  benefit  both  physicians 
and  attorneys. 

Paul  T.  Welch,  MD 


Mental  Health  Committee 

The  Mental  Health  Committee  had  no  new  busi- 
ness to  consider  during  1983-1984  and  did  not 
hold  any  meetings.  The  Rhode  Island  District 
Branch  of  the  American  Psychiatric  Association 
has  been  active  in  most  of  the  areas  that  previous- 
ly concerned  this  committee. 

Eouis  \k  Sorrentino,  MD 
Chairman 


Professional  Health  Care  Providers 
Committee 

In  January  1983,  the  Committee  reassessed  its 
approach  of  the  previous  two  years  in  estab- 
lishing dialogues  with  various  allied  health  pro- 
vider organizations.  After  much  deliberation,  the 
Committee  decided  to  continue  asking  repre- 
sentatives of  these  various  organizations  to  pre- 
sent a synopsis  of  their  particular  field  and  of 
their  perceptions  of  how  the  Society  could  in- 
teract most  effectively  with  their  organizations. 
After  another  planning  meeting  in  February 

1983,  the  Committee  met  with  Doctor  Brian 
Hayden,  President,  Rhode  Island  Psychological 
Association,  in  April  1983;  and  with  Robert 
O’Brien,  President,  Rhode  Island  Cdiapter, 
American  Physical  fherapy  .\ssociation  in  April 

1984.  Lhe  Committee  plans  to  meet  in  May  1984 
with  Robert  Treichler,  Rhode  Island  Cdiajiter, 
Association  of  Hospital  Social  Work  Directors; 
and  in  June  1984,  with  Barbara  Sherman  and 
Judy  Shehan  of  the  Rhode  Island  State  Nurses 
-Association. 

In  Sejitember  and  November  1983,  the  (a)in- 
mittee  also  considered  projjosed  guidelines  on 
legislative  proposals  affecting  allied  health  per- 
sonnel. fhe  Committee  also  helped  in  clai  ifving 
vat  ions  issues  pertaining  to  the  registration  of 
physician’s  assistants. 

Members  of  the  Committee  include  Doctors 
M;  irisse  .Mlegra,  Salvatore  (i.  .\zzoli,  Ronald 
Cavanaugh,  Joseph  H.  Delfino,  .Allan  .A.  De- 
Simone, Walter  R.  Dm  kin.  Not  bet  t fleisig,  Pati  i- 


September,  1984  — \'ol.  (i7 


407 


cia  Hyzinski,  Raymond  E.  Moffitt,  and  John  S. 
O’Shea. 

John  S.  O'Shea,  MD 
Chairman 

Publications  Committee 

[ he  Publications  Committee  is  charged  with  the 
“publication  and  distribution  ol  the  Society's  offi- 
cial journal.”  During  the  past  year,  the  Commit- 
tee met  three  times  to  review  the  following: 
Production  costs:  The  Committee  authorized  re- 
newing the  contract  for  printing  and  distributing 
the  Rhode  Island  Medical  Journal  with  The  0\id 
Bell  Press,  Inc.,  Fulton,  Missouri.  The  Press  spe- 
cializes in  printing  publications  with  a small-to- 
medium  sized  circulation  base,  and  considerable 
cost  savings  have  resulted  from  their  expertise  in 
this  area.  The  Committee  also  authorized  the  use 
of  a different  type  of  binding  which  w ill  result  in 
an  additional  cost  savings  during  the  next  year. 

The  Committee  met  with  John  Bell  in  October 
1983  to  review  the  contract  and  analvze  the  im- 
pact of  technological  innovations  at  T he  Ovid 
Bell  Press,  Inc.  on  the  Journal.  Several  new  sys- 
tems have  been  installed  which  should  reduce 
production  time. 

Advertising  income:  The  Rhode  Island  Medical  jour- 
nal derives  its  advertising  revenue  from  two 
.sources,  the  State  Medical  Journal  Advertising 
Bureau  (SMJAB)  and  local  advertising  solicited 
by  RIMS  staff.  Doctor  Seebert  J.  Goldowsky,  Edi- 
tor-in-Chief,  serves  on  the  SMJAB  Board  of 
I rustees.  .\s  a reflection  of  a national  trend,  the 
number  of  advertisements  placed  by  SMJAB  in 
the  Journal  declined  by  14  per  cent  in  1983. 
SMJAB  recently  changed  advertising  representa- 
tives and  preliminary  figures  for  1984  indicate 
that  the  receipts  from  national  advertising  should 
increase  during  the  next  year.  The  loss  of  income 
from  SMJAB  advertisements,  however,  has  been 
partially  offset  through  an  aggressive  advertising 
campaign  undertaken  by  RIMS  staff.  During  the 
past  year,  solicitation  letters  have  been  sent  to 
more  than  500  prospective  advertisers.  As  a re- 


sult of  this  effort,  the  advertising  revenues  from 
local  companies  have  increased  l)v  nearlv  40  per 
cent  over  the  past  year. 

Coverage  of  social,  legislative,  and  economic  issues: 
The  Journal  has  expanded  its  coverage  of  social, 
legislative,  and  economic  issues  of  interest  to  all 
Rhode  Island  physicians. 

Editorial  impact:  During  the  j^ast  year,  a journal 
editorial  received  national  exposure.  The  Octo- 
ber 1983  editorial,  “Hospital  for  Sale,”  was 
quoted  in  American  Medical Xeics  as  an  example  of 
the  regional  reaction  to  a proposed  sale  t)f 
McLean  Hospital  bv  the  Harvard  Medical  School. 
T he  Publications  Committee  believes  that  this 
reference  is  especially  noteworthy  in  view  of  the 
comparatively  small  circulation  of  the  journal. 

Ciuy  A.  Settipane,  MD 
Chairman 


Committee  on  Occupational  Health 

The  major  goals  of  the  Committee  on  Occupa- 
tional Health  are  to  enhance  the  education  of 
physicians  concerning  occupational  problems 
and  to  increase  communication  among  physi- 
cians who  treat  occupationally-related  illnesses. 
Two  major  programs  will  be  presented  to  the 
Committee  at  its  June  1984  meeting.  The  first 
task  will  be  to  develop  a series  of  topics  concern- 
ing the  diagnosis,  prevention,  and  treatment  of 
occupationally-related  illness,  and  to  write  short 
summaries  of  these  problems  which  will  have 
practical  value  to  the  physicians  faced  with  these 
illnesses  in  their  offices.  It  is  to  be  hoped  that 
some  of  these  summaries  will  be  published  in  the 
Rhode  Island  Medical  journal.  The  second  task  will 
be  the  development  of  a resource  list  to  provide 
information  concerning  the  services  available  for 
the  prevention  and  evaluation  of  occupationally- 
related  illnesses  and  laboratories  which  have  a 
special  interest  in  occupational  problems. 

Michael  A.  Passero,  MD 

Chairman  B 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services*  -by  appointment  only 


We  senice  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTABLE  X-RAT  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 

100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

Providence.  R I Providence,  R I Providence.  R I Woonsocket.  R I 

331-3996  331-3996  273-0450  766-4224 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^blSTA 


42W13 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


410 


Rhode  Island  Medical  Journal 


1985  CME  Cruise/Conferences 
^ on  Legal-Medical  Issues 


Accredited  for  20-24  CME  CAT.  1 Credits  by  The  Suffolk  Academy  of  Medicine 
Approved  for  20-24  AAFP  Prescribed  Credits 


The  programs  listed  below  were  scheduled  prior  to  12/31/80  and  conform  to  IRS  tax  deductibility 
requirements  under  Sec.  602  of  the  Tax  Reform  Act-P.L.  94-445,  effective  1/1/77,  with  the  excep- 
tion of  the  Hawaiian  Conferences,  which  conform  to  the  requirements  of  P.L.  97-424. 


24  CME  CREDITS 

□ *Jan.  9-19  (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ *Mar.  30-Apr.  10  (from  Los  Angeles,  CA) 

11  day  Mexican  Riviera  - TSS  FAIRSKY 

□ "July  8-20  (from  San  Francisco,  CA) 

12  day  Alaska/Canada  - TSS  FAIRSKY 


*FLY  ROUND  TRIP  FREE 


24  CME  CREDITS 

L.  "July  24-Aug.  3 (from  Ft.  Lauderdale,  FL) 

10  day  Caribbean  - TSS  FAIRWIND 

□ August  9-23  (from  Genoa,  Italy) 

14  day  Mediterranean  - MS  COLUMBUS 

20  CME  CREDITS 

□ Monthly  7 day  cruise/seminars  from  Honolulu, 
HI  on  a variety  of  medical  topics. 

SS  CONSTITUTION,  SS  INDEPENDENCE 

EXCELLENT  GROUP  FARES 


NAME 


Please  send  Color  Brochures  and  additional  information  on  the  conferences  checked  above. 

PLEASE  PRINT 


ADDRESS 


CITY STATE ZIP 

Sponsored  by  International  Conferences  (516)  549-0869 
189  Lodge  Ave.,  Huntington  Station,  NY  11746 
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PROFESSIONAL  OFFICE 

MED-TEMPS,  INC. 

SUITES  AVAILABLE 

15  Belt  Street 

Warwick,  Rhode  Island  02889 
401/738-3024 

The  Hindle  Memorial  Building 

655  Broad  Street 

Qualified  Temporary  Medical 

Providence,  Rhode  Island  02907 

Office  Personnel 

Modem  completely  air-conditioned  building;  conven- 

Assistants  Transcriptionists 

ient  to  St.  Joseph  Hospital;  elevator  and  full  mainte- 

Secretaries  Receptionists 

nance;  ample,  secure  off-street  parking;  easy  access  to 

3rd  party  billing  clerks 

1-95  and  1-195;  on  site  medical  laboratory;  BC/BS 

provider  network  system  computer. 

Permanent  Placement  Service 
available 

Immediate  occupancy 

For  more  information,  please  call: 

For  further  information,  please  call: 

MED-TEMPS,  INC. 

401/331-3357 

401/738-3024 
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100  Waympa^mcUf  1n£uL 

40H43S-4215 


Zcui  PntHUdeKce 


ADAMS, 
DeCAPORALE 
& ANTONIO 

ATTORNEYS  AT  LAW 


General  Law  Practice 
Medical  Collections 


1 44  Waterman  Street 
Providence,  Rhode  Island 
401/421-1364 


Dx:  recurrent 

- ^s  t wt  ' 


NeRpecin-!i 


herpes  labialis 

Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  pen-oral  herpes.”  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
With  low  risk  / high  benefit.  Derm.,  Miami 

"Staff  and  patients  find  Herpecin-L 
remarkably  effective."  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Rhode  Island,  "HERPECIN-l  Cold 
Sore  Lip  Balm  is  available  at  all  CVS  Drug 
Stores  and  other  select  pharmacies. 
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1984  ANNUAL  MEETING 
REPORT 


Report  of  the  Executive  Director 


Norman  A.  Baxter,  PhD 


At  the  request  of  Doctor  Charles  P.  Shoemaker, 
Jr.,  President  of  the  Rhode  Island  Medical  Socie- 
ty, I am  pleased  to  present  a supplement  to  his 
annual  report  being  made  today  to  the  House  of 
Delegates  and  to  this  annual  session  of  the  Socie- 
ty.* As  the  executive  officer  charged  with  the 
continuing  management  of  the  Society,  my  per- 
spective may  offer  some  additional  insights  into 
the  Society’s  role  and  task. 

At  the  outset,  let  me  say  that  the  Society  has 
benefited  greatly  this  year,  as  in  other  years,  from 
the  unstinting  efforts  of  both  officers  and  staff. 
Working  diligently  on  several  fronts,  there  are 
many  solid  achievements  to  point  to  and  take 
pride  in. 

The  more  obvious  ones  come  to  mind  first: 

Publication  of  the  Guide  to  Physician  Services  in 
early  April  was  a highlight  of  the  year.  Conceived 
by  the  late  Doctor  Melvin  D.  Hoffman  in  re- 
sponse to  public  interest  groups,  the  Guide  was 
I only  the  second  such  statewide  directory  in  the 
! United  States.  The  reception  to  it  has  been 
strongly  positive  because  it  shows  clearly  that 
RIMS  members  are  willing  to  have  their  creden- 
tials and  qualifications  open  to  the  public.  It  is  a 
giant  step  forward  in  strengthening  public  confi- 
dence in  the  medical  profession, 
i The  exact  results  of  a very  effective  legislative 
I session  are  presented  in  a report  of  the  Public 
Laws  Committee,  chaired  by  Doctor  Peter  D.  T. 

! Clarisse.  The  results,  while  impressive  and  im- 
' portant,  were  accompanied  by  several  develop- 
j ments.  First  was  the  close  cooperation  with  one  of 
! the  specialty  societies,  the  Rhode  Island  Ophthal- 
I mological  Society.  A united  front  was  presented 
in  testimony  before  the  House  Corporations 
' Committee  and  was  effective  in  defeating  a bill 
! which  would  have  allowed  ojjtometrists  to  use 

I 
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therapeutic  drugs.  Second  was  the  initiative 
seized  by  Doctor  Paul  J.  M.  Healey,  President- 
Elect,  in  having  tort  reform  legislation  drafted  by 
our  legal  counsel,  Edwards  & Angell,  and  intro- 
duced in  five  bills  in  the  Senate.  The  outcome  of 
this  was  a special  legislative  committee  to  study 
the  malpractice  problem  in  Rhode  Island  and  to 
propose  remedial  legislation.  Third,  we  de- 
veloped a closer  liaison  with  Brown  Lhiiversity 
and  with  the  Rhode  Island  Department  of  Health 
than  in  the  past. 

The  Society  is  very  visible  and  well  identified  at 
the  State  House,  a posture  we  intend  to  enhance 
in  the  future  because  so  many  bills  are  introduced 
each  session  which  impinge,  directly  or  indirectly, 
on  the  quality  and  practice  of  medicine. 

Testimony  before  the  Joint  Lhiderwriting 
Association  QUA)  in  June  1983  concerned  in- 
creases in  malpractice  insurance  rates.  The  re- 
quested 64  per  cent  increase  was  pared  down  to 
24  per  cent  in  large  part  because  of  the  testimony 
presented  by  the  actuary  engaged  by  the  Society. 
This  saves  doctors  and  hence  patients  thousands 
of  dollars.  A full  report  on  this  hearing,  including 
the  arguments  of  our  actuary,  was  printed  in  the 
August  1983  issue  of  the  Rhode  Island  Medical 
Journal. 

Establishment  of  the  RIMS  foundation:  Al- 
most a year  ago,  the  Society  requested  and  re- 
ceived a 501. c. 3.  status  from  the  Internal  Revenue 
Service  for  a charitable  foundation  to  jjrovide 
a vehicle  for  the  Society  members  to  contribute  to 
projects  and  advance  medical  causes  and  interests 
and  at  the  same  time  receive  a tax  deduction  for 
their  contribution.  At  the  present  time,  the  RIMS 
Foundation,  under  the  leadership  of  Doctor  Paul 
J.  M.  Healey,  is  planning  to  solicit  contributions 
from  those  who  benefit  from  a distiibution  of 
proceeds  of  the  Bany  case.  Such  funds  would  be 
designated  for  projects  associated  with  tort  re- 
form, a very  logical  and  reasonable  use  since  the 
f luids  originated  f rom  an  award  made  because  of 
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a lawsuit  filed  by  Doctor  Healey  and  others  con- 
cerning malpractice  insurance. 

Throughout  the  year,  my  third  with  the  Socie- 
ty, I have  been  impressed  by  the  number  of  ways 
the  Society’s  influence  is  felt  and  its  counsel  and 
input  are  sought.  I am  equally  pleased  to  report 
that  this  circle  and  sphere  of  influence  seems  to 
be  widening.  As  you  might  expect,  our  contacts 
are  most  frequent  with  the  Rhode  Island  Depart- 
ment of  Health,  Hospital  Association  of  Rhode 
Island,  Blue  Cross  8c  Blue  Shield  of  Rhode  Is- 
land, and  SEARCH.  Yet,  contacts  with  Brown, 
the  Joint  Underwriting  Association,  Health  Plan- 
ning Council,  and  public  agencies  kich  as  the 
Department  of  Elderly  Affairs  also  are  increasing 
and  absorb  more  staff  time  and  research. 

Future  Trends  and  Directions 

I would  like  now  to  identify  some  trends  and 
directions  which  I see  developing  on  the  horizon. 

This  past  year  a physician  was  disciplined  by 
the  Board  of  Medical  Review.  The  physician 
asked  his  local  society  to  review  the  procedures 
utilized  by  the  Board  and  in  turn  the  local  society 
asked  RIMS  for  aid.  Then  president  Doctor 
Shoemaker  appointed  a committee  of  three 
physicians  and  the  Society’s  legal  counsel  to  look 
into  the  matter.  Their  report  is  not  yet  available, 
but  the  incident  itself  is  significant.  The  physician 
often  needs  an  advocate  because  threats  may 
come  from  many  sources  and  emerge  in  a variety 
ol  ways.  It  may  be  that  the  Society  will  need  to 
play  the  advocacy  role  more  frequently  in  the 
future,  not  to  decide  who  is  right  and  wrong,  but 
was  the  matter  fairly  and  properly  handled.  This 
is  a very  sensitive  area  which  needs  more  atten- 
tion and  thought,  but  one  which,  I suspect,  the 
Society  will  face  with  increasing  frec]uency. 

The  other  trend  is  more  easily  described.  W'e 
need  a legislative  network.  By  that  I mean  a current 
list  of  doctors  throughout  the  state  who  are  in 
close  contact  with  legislators  in  their  areas.  At  a 
given  time  during  the  legislative  session,  these 
doctors  can  be  called  upon  to  visit  their  legislator 
to  make  the  Society’s  views  known.  As  I have 
witnessed  legislative  hearings  and  talked  with 
legislators  directly,  they  seek  information,  more 
than  direction,  in  order  to  make  informed  judg- 
ments. They  want  to  know  what  the  Society,  or 
any  other  group,  thinks.  We  fail  them  and 
ourselves  if  we  do  not  provide  information.  We 
must  identify  doctors  with  such  legislative  con- 
tacts in  order  to  be  a responsible  society.  Such  a 
network  is  the  first  requirement  for  an  effective 
legislative  program.  We  simply  must  be  able  to 


transmit  effectively  our  collective  wisdom  on  mat- 
ters affecting  the  profession. 

The  question  of  medical  manpower  has  been 
before  the  Society  off  and  on  for  several  years 
and  was  a part  of  the  relicensure  survey  in  1980. 
The  results  of  that  survey  were  somewhat  unclear 
and  the  late  Doctor  Paul  Metcalf  set  about  to 
clarify  the  issue,  but  he  died  before  completing 
his  work.  The  data  the  Rhode  Island  Department 
of  Health  presented  at  the  meeting  of  the  House 
of  Delegates  in  January  1984  is  four  years  old. 
Brown  University  periodically  announces  addi- 
tional faculty  appointments  to  staff  new  or  en- 
larged residency  training  programs,  adding  to 
the  changing  and  complex  picture  of  medical 
manpower.  Currently,  the  Brown  Liaison  Com- 
mittee of  the  Society  is  addressing  the  issue.  We 
are  very  interested  in  the  outcome  of  this  to  see 
what  light  it  will  shed  on  the  “physician  glut”  and 
what  the  future  looks  like  for  medical  manpower 
in  Rhode  Island. 

Society  Membership 

Eor  many  years,  RIMS  membership  has  been 
stable,  despite  a larger  than  average  number  of 
physician  members  older  than  60  years  of  age. 
Eor  the  fourth  consecutive  year,  the  Society  has 
received  an  award  from  the  American  Medical 
Association  for  increasing  its  AMA  membership. 
The  time  is  certainly  here  for  a concentrated 
effort  to  contact  physicians  who  are  coming  into 
Rhode  Island  and  invite  them  to  join  the  Society. 
I am  very  pleased  to  report  that  Doctor  Erances 
Conklin,  President,  Providence  Medical  Associa- 
tion, is  planning  to  meet  on  June  22  w’ith  new' 
residents  at  their  orientation  session  and  talk  to 
them  about  the  importance  of  the  Providence 
Medical  Association  and  the  Rhode  Island  Medi- 
cal Society.  We  need  more  efforts  in  this  regard  if 
we  are  to  increase  our  membership  significantly. 
Membership,  needless  to  say,  is  the  source  of  our 
influence  and  financial  strength. 

Administrative  Activities 

Lastly,  I should  like  to  report  on  a series  of  activi- 
ties during  the  year  which  reflect  progress  and 
accomplishment  in  the  housekeeping  side  of  the 
Society. 

After  several  unsuccessful  efforts  to  sell  the 
property  at  9-1 1 Hayes  Street,  the  Council  autho- 
rized RIMS  to  form  a general  partnership  and 
sell  the  building,  but  not  the  land,  to  the  general 
partner,  Hayes  Street  Associates.  The  building  is 
now  being  renovated  for  offices  and  will  be  ready 
for  occupancy  this  fall.  The  Society  will  receive 
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$3,500  annually  in  ground  rent  and  will  retain 
title  to  the  land.  The  land  is  becoming  more  valu- 
able because  of  the  Capitol  Center  project  and  by 
retaining  the  land,  the  Society  has  added  to  its 
long-term  financial  stability. 

The  Society’s  building  at  106  Francis  Street  was 
upgraded  this  year  by  a new  roof.  Work  was  per- 
formed in  the  auditorium  to  repair  the  damage 
from  a leaky  roof,  and  the  brick  and  stone  work 
on  top  of  the  building  were  repointed  and  sealed. 
These  repairs,  in  addition  to  the  work  completed 
during  the  past  two  years,  have  put  the  building 
in  excellent  condition. 

In  November  1983,  the  Medical  Bureau  closed, 
thus  ending  our  rental  income  of  nearly  $10,000 
each  year.  This  creates  a serious  cash  flow  prob- 
lem for  us  in  the  1984  fiscal  year,  but  for  1983  the 
financial  condition  of  the  Society  was  excellent,  as 
the  Report  of  the  Treasurer  and  the  certified 
financial  statement  from  the  auditor  both  indi- 
cate. 

The  local  advertising  revenue  of  the  Rhode  Is- 
land Medical  Journal  has  increased  nearly  40  per 
cent,  thanks  to  the  efforts  of  Wendy  Smith,  Man- 
aging Editor.  This  increase  helps  offset  the  de- 
cline in  national  advertising  which  is  occurring 
with  all  state  medical  journals.  The  local  increase 


We  are  the  trusted  back-up 
resource  for  more  Rhode  Island 
doctors  (and  their  patients) 
than  anyone  else. 

There  must  be  a good  reason. 


VVe  carry  jusl  about  EVT^R'VTHING  for  Home 
Health  Care  . . . which  means,  evervthing  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
OxNgen  needs  to  Orthopedic  Appliances.  Wheel 
chairs.  Walkers  and  Hospital  lieds.  we  re  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered  ".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we  ve  earned  the  trust  of  so  many 
doctors. 

Medicare  and  Third  Party  Claims  Accepted  and 
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The  I^fessionals  in 
Home  Health  Care  Equipment 

685  PARK  AVE.  • CRANSTON.  R.I. 

(401)  781-2166 
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IS  certainly  healthy,  indicating  local  readership 
and  confidence  in  the  Journal  by  local  business 
leaders. 

During  the  year  we  have  had  three  staff 
changes.  In  September,  Edwina  Regojoined  us  as 
our  receptionist,  and  also  that  month,  Marion 
Sabella  was  appointed  as  our  librarian.  Marion 
received  her  NILS  degree  this  month  from  the 
University  of  Rhode  Island.  In  April  1984,  Brian 
Clarke  left  the  Society  to  take  a position  with  Blue 
Cross  & Blue  Shield  of  Rhode  Island.  He  is  being 
replaced  in  June  by  Newell  E.  Warde,  PhD,  who 
has  been  on  the  Bates  College  faculty  for  seven 
years.  We  welcome  these  new  staff  members  as 
they  add  to  our  effectiveness  and  help  us  to  make 
the  Society  the  fine  place  it  is. 

I should  like  to  express  my  appreciation  to 
Doctor  Shoemaker  for  his  leadership  this  past 
year.  He  has  made  himself  available  to  us  as 
needed  and  his  counsel  and  insights  have  greatly 
strengthened  the  Society.  I extend  my  apprecia- 
tion to  all  our  staff  because  it  is  through  their 
hard  work  and  dedication  that  the  Society  is  able 
to  move  forward  in  discharging  its  charter  re- 
sponsibility “to  promote  the  art  and  science  of 
medicine.” 
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^^^^SASGENT 
BSK  KEHABnJTATION 
CENTER 

through  rehabihtertion, 

the  restoration  of  human  potential 

We  are  pleased  to  announce  the  addition  of 

OFFICE  SPACE 
AVAILABLE 

Ideal  East  Side  Location 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

900  square  feet 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy ' 

★ education  ★ psychology  ★ social  services 

Parking  avaiiabie 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 

For  additional  information,  call  or  write: 

rectly  with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

Thomas  Bliss,  MD 
124  Waterman  Street 
Providence,  Rhode  Island  02906 

229  Waterman  Street,  Providence,  R1 02906 

(conveniently  located  in  Wayland  Square) 

401  831-4110 
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WHY  AMA? 
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Kearn  street  Chicago.  Illinois  ou 
AMA,  535  North  Dearborn  Stree  . 
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LETTER  TO  THE  EDITOR 


Certificate-of-Need  Process 
Defended 


To  the  editor: 

I am  writing  in  response  to  the  editorial  in  the 
March  1984  issue  oi  the  Rhode  Island  Medical  Jour- 
nal. The  subject  of  that  editorial  was  the  potential 
contribution  that  voluntary  health  planning  can 
offer  toward  developing  a more  competitive  and 
innovative  health  care  system,  as  opposed  to  the 
current  limited  regulatory  approach,  specifically 
certificate-of-need  requirements.  As  support  for 
this  position,  the  editorial  referred  to  compu- 
terized tomography  (CT)  equipment. 

I feel  compelled  to  respond  to  certain  criticisms 
of  the  certificate-of-need  (CON)  program  raised 
in  that  editorial.  As  points  of  clarification:  ( 1 ) The 
initial  Health  Services  Council  policy  to  allocate 
this  high  technology  equipment  conservatively 
w’as  based  on  the  recommendations  of  a statewide 
planning  study  performed  by  a credible  volun- 
tary health  planning  agency  with  significant  pro- 
fessional input;  (2)  Control  over  the  initial  place- 
ment of  this  equipment  in  Rhode  Island  and  else- 
where was  justified  because,  at  that  time,  the  clin- 
ical efficacy  of  CT  was  not  fully  determined;  (3) 
This  planned,  conservative  approach  to  alloca- 
tion has  resulted  in  Rhode  Island  hospitals  ac- 
quiring more  advanced  CT  scanners  (3rd  and  4th 
generations)  whereas  other  communities  with 
more  liberal  apjjroaches  installed  more  limited 
first  and  second  generation  equipment;  (4)  I he 
equipment  is  not  “available  viitually  every- 
where,” but  allocations  have  been  made  to  seven 
of  the  fourteen  general  community  hosj)itals 

Donald  C.  Williams,  Chief 

Medical  Care  Standards 

Rhode  Island  Dejjartrnent  of  Health 


based  on  adequate  determinations  of  public 
need,  cost  analysis,  clinical  and  financial  feasibil- 

Also,  with  reference  to  the  broader  issue  of 
planning  and  CON,  I must  point  out  that  given 
the  present  perceived  linkage  betw^een  rising 
health  care  costs  and  high  technology,  health  care 
policy  makers  would  be  derelict  in  the  discharge 
of  their  public  trust  if  they  w'ere  to  approve  new 
and  expensive  technologies  in  the  absence  of 
some  form  of  a rational  plan  for  proposed  ser- 
vices. Civen  the  reality  of  limited  resources,  the 
particular  economics  of  health  care,  and  the 
apparent  inability  of  providers  to  plan  together 
for  more  efficient  allocations,  such  decisions  will, 
by  necessity,  result  in  some  explicit  form  of 
rationing. 

I hope  that  the  time  for  collective  action  is  not 
too  late.  However,  it  is  incumbent  upon  those 
who  champion  voluntary  alternatives  to  CON 
and  other  such  controls  to  advance  concrete  and 
accejjtable  proposals  which  have  the  jjotential  for 
achieving  real  health  care  cost  containment  over 
the  long  term.  I'oo  often  the  j^leas  of  jirovider 
interests  for  voluntary  restraint  ajipear  only 
when  the  threat  of  further  regulation  is  immi- 
nent. Despite  this  skepticism,  1 share  the  hope 
that  v(iluntary  efforts  can  lead  to  a more  con- 
structive approach  to  the  ills  of  our  health  care 
system  than  has  existed  in  the  recent  j>ast. 
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TlHERADEUTiC 

5ERVlCES|NC 

PHYSICAL  THERAPY 

HOME  NURSING  CARE 
Private  Duty  Nursing 

* REGISTERED  NURSES 

OCCUPATIONAL  THERAPY 

* LICENSED  PRACTICAL  NURSES 

We  provide  comprehensive  therapy  delivered  by  qual- 
ified, licensed  professionals  within  a community  atmos- 

* NURSE  AIDES 

* HOMEMAKERS 

phere. 

Therapy  Services  are  provided  in  the  following  areas; 

* HOME  HEALTH  AIDES 

Orthopedics  Pediatrics 

Neurological  Obstetric 

Pulmonary  Sports  Medicine 

When  Home  Care  Is  Needed 

Our  concept  of  rehabilitation  is  patient  centered  with  the 
patient’s  physician  as  medical  director.  We  meet  the 
goals  of  the  physician  and  patient  in  the  most  efficient 
manner  utilizing  the  most  modern  equipment  available. 

Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Medicare,  Blue  Cross,  Workers  Compensation  Insur- 
ance accepted. 

Employes  Bonded  and  Insured 

For  more  information,  contact  Stanley  F.  Pora,  M.Ed., 
PT. 

lnrK»/  (401)  461-5230 

482  A BROADWAY  • PAWUCKET,  Rl  02860 

yOfiA  Jd / Available  7 days  a week 

401-725-4787 

’ » 24  hours  a day. 

MEDICAL  CLEARING  BUREAU 

S^^ldyoot^z/ed^ 


COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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RHODE  ISLAND  MEDICAL  SOCIETY 

FOUNDATION 

The  officers  and  Council  of  the  Rhode  Island  Medical  Society  established  the 
RIMS  Foundation  in  1983  to  promote  charitable,  educational,  and  scholarly  en- 
deavors in  the  service  of  medical  care  and  public  health. 

While  these  have  always  been  the  basic  objectives  of  the  Society,  tax  laws 
make  the  new  RIMS  Foundation  the  appropriate  vehicle  for  furthering  them  in  the 
1980s.  Among  the  activities  of  the  Foundation  will  be: 

• public  information  programs  to  promote  awareness  of  the  malpractice  crisis 
and  an  understanding  of  other  problems  facing  America's  health  care  system 

• continuation  of  the  long-standing  work  of  the  Benevolence  Fund  to  help  needy 
physicians  and  their  families 

• scholarships,  grants,  and  loans  to  medical  students 

• support  for  other  educational  and  scholarly  endeavors,  including  continuing 
medical  education  activities  and  the  Society's  Library 

Already  a series  of  seminars  to  address  malpractice  issues  is  in  the  planning 
stages  for  this  fall. 

Because  the  Foundation  is  recognized  as  a 501. c. 3.  organization  under  the 
Internal  Revenue  Code  of  1954,  all  contributions  to  the  RIMS  Foundation  are 
tax-deductible.  (In  contrast,  contributions  to  RIMS  itself  are  not.  Only  your  annual 
RIMS  dues  are  tax-deductible  since  they  represent  a professional  business  ex- 
pense.) 

Below  are  the  names  of  our  colleagues  who  have  contributed  to  the  Foundation 
all  or  part  of  their  share  in  the  recent  settlement  of  the  Barry  case.  To  date,  this 
effort  alone  has  raised  more  than  $37,000  for  the  Foundation. 

Trustees  of  the  RIMS  Foundation 


Paul  J.  M.  Healey,  MD 
Kenneth  E.  Liffmann,  MD 
Peter  L.  Mathieu,  MD 
Charles  E.  Millard,  MD 
Charles  L.  Shoemaker,  Ir.,  MD 


Orlando  M.  Armanda,  MD 
Thompson  W.  Bachmann,  MD 
Jose  A.  Bal,  MD 
Richard  D.  Baronian,  MD 
Kenneth  J.  Beezer,  MD 
Eufrocino  N.  Beltran,  MD 
William  M.  Colaiace,  MD 
Alcinda  DeAguiar,  MD 
Joseph  D.  DiMase,  MD 
Charles  P.  Earley,  MD 
Jesse  P.  Eddy,  III,  MD 
Donald  P.  Fitzpatrick,  MD 
Bertram  A.  Flaxman,  MD 
Richard  D.  Frary,  MD 
Melvyn  M.  Gelch,  MD 
Thomas  H.  George,  MD 
Frank  Guinta,  MD 
John  C.  Ham,  MD 
Samuel  H.  Hassid,  MD 
Eugene  H.  Healey,  MD 
Paul  J.  M.  Healey,  MD 


Charles  L.  Hopper,  MD 
Stephen  J.  Hoye,  MD 
Jhung  W.  Jhung,  MD 
Leland  W.  Jones,  MD 
Stephen  J.  Kamionek,  MD 
Joseph  S.  Kara,  MD 
Karl  E.  Karlson,  MD 
Donald  G.  Kaufman,  MD 
Arthur  B.  Kern,  MD 
Kenneth  G.  Knowles,  MD 
Howard  S.  Lampal,  MD 
John  B.  Lawlor,  MD 
Charlotte  T.  Liu,  MD 
Oscar  C.  Liu,  MD 
Ramon  D.  Llamas,  MD 
William  J.  MacDonald,  MD 
John  F.  Maynard,  MD 
James  P.  McCaffrey,  MD 
Henry  C.  McDuff,  Jr.,  MD 
Francis  L.  McNelis,  MD 
Joseph  G.  McWilliams,  MD 


Jesse  A.  Mendoza,  MD 
Thomas  S.  Micolonghi,  MD 
Jack  M.  Monchik,  MD 
Louis  A.  Morrone,  MD 
James  J.  Murdocco,  MD 
Richard  E.  Murphy,  Jr.,  MD 
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Professional  INSTALLMENT  LOANS 

5,000 

*90,000 

Decision  in  24  to  48  Hours! 
Same-Day  Answer  to  Applications  ’ 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21424  Ventura  Boulevard,  Woodland  Hills,  California  91364 


PROFESSIONAL 
OFFICES  FOR 
LEASE 

1500  square  feet 

Newly  decorated  in  modern  office 
building  on  Tollgate  Road  across  from 
Kent  County  Hospital;  $1250/month 
includes  heat 

1000  square  feet 

In  brick  building  on  Post  Road  near 
airport,  plumbing  and  wiring 
appropriate  for  medical  or  dental  use; 
$1250/month  includes  all  utilities. 

WEST  BAY 
REAL  ESTATE 

884-1000 
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HOME  FOR  SALE 
EAST  GREENWICH 

4 bedrooms,  2V2  baths,  2 car  gar- 
age, fireplace  in  family  room,  formal 
dining  room,  glassed  and  screened 
porch,  hardwood  floors,  custom 
draperies  throughout  house,  solar 
heat,  1 acre  wooded  cul-de-sac  lot 
in  executive  neighborhood 

Move-in  condition  $169,900 

For  further  information  call 
885-2480 


Thanks  to  you... 
it  works... 
for  ALL  OF  US 


UnIbedWiay 


This  space  contributed  as  a public  service 


420 


Rhode  Island  Medical  Journal 


b' 

600 mg  Tablets 


m 

I 

your  patients. 


Upjohn 


c 1984 tpionn  Co<^caP\ 


■^e  UDioro  Cooncxanv  • KOKanazoc  VicPigar  4CCC  ^SA 


. -4C4J  .cri.cr#  ”5*J4 


What  CAN 

GIVE  YOU  A BETTER 
RETURN  THAN 

A CO,  MONEY 

MARKET  OR 

SAVINGS  ACCOUNT? 


^^elieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
market  or  savings  account. 

IK  ow  is  energy  efficiency 
profltabie? 

Owning  an  energy  efficient 
house  can  make  you  money. 
Conservation  features  can 
more  than  pay  for  themselves 
through  reduced  energy 
costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  (right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


32%  rate  of  return  on  Investment 


E>r  more  detaiis  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Alliance  to  Save  Energy. 

Return  the  coupon  below  and 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservation 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 


I 1 

I Please  send  my  free  copy  of  Your  Home  Energy  Portfolio.  \ 

I Name i 

Address 

I City State Zip j 


Mail  tO:  Alliance  to  Save  Energy,  P.O.  Box 
57200,  Washington,  DC  20037 


ALLIANCE  TO  SAVE  ENERGY 


A public  service  message  from  this  magazine  and  the  Advertising  Councif 
Also  sponsored  by  Federal  Home  Loan  Mortgage  Corporation,  Federal  National  Mortgage  Association.  National 
Institute  of  Building  Sciences.  U S.  Department  of  Energy 
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FOR  THE  PREDIQABIUTY 
CONFIRMED  BY  EXPERIENCE 

Q4LMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE'e 

flurazepom  HCl/Poche 

References:  1.  Kales  J ef  a/:  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A ef  a/;  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  a/: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4,  Kales  A 
ef  a/:  Clin  Pharmacol  7/fer  32:781 -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 
Mar  1977  8,  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R ef  a/:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  a/.-  Sleep  5(Suppl  1):S18-S27  1982  12.  Kales  A 
ef  a/:  Pharmacology  26:121-137,  1983 


DALMANE«  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  foiiows: 
indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  prMnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mq  or  30  mq 
flurazepam  HCI 
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DOES  YOUR 
OFFICE  STAFF 
SUFFER  FROM 

TEDIOUS  BILLING  PROCEDURES? 


THE 

RIGHT  MEDICINE 
MAY  BE  A COMPUTER 
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WE  MAKE  HOUSE  CALLS! 


CALL  DEBORAH  BELANGER  AT  COMPUTOPIA  FOR  DETAILS  ' 
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I SOCIETY  MEETS  WITH  GUBERNATORIAL  CANDIDATES 

I The  growing  malpractice  crisis  dominated 
the  agenda  during  separate  breakfast  meet- 
ings with  the  candidates  for  the  Democratic 
gubernatorial  slot.  Mayor  Joe  Walsh  of  War- 
wick and  state  treasurer  Anthony  Solomon. 
Solomon  received  a decisive  margin  in  the 
September  11  primary  and  faces  Republican 
Edward  DiPrete  in  the  November  6 election. 

The  August  29  and  September  5 breakfast 
sessions  were  organized  to  provide  RIMS 
members  and  their  guests  with  the  oppor- 
I tunity  of  meeting  the  candidates  infor- 
I mally.  After  brief  opening  remarks,  each 
1 fielded  questions  from  the  audience  on 
such  diverse  issues  as  the  impact  of  the 
(,  malpractice  crisis  on  medical  care,  opto- 
i metric  drug  legislation,  public  schools, 
i and  taxes . 

!'  Solomon  also  was  questioned  about  his 
1 recently-released  position  statement  on 
health  which,  among  other  things,  calls 
for  additional  attention  to  "health  pro- 
: motion  and  disease  prevention."  In  his 
written  statement,  the  Democrat  also 
pledged  to  improve  health  care  services 
for  the  elderly,  initiate  health  educa- 
' tlon  programs  for  all  Rhode  Islanders, 
j and  appoint  a blue-ribbon  commission 
: charged  with  "reviewing  the  major  fac- 
tors which  influence  health  cost  escala- 
tion." A pharmacist  by  training,  Solo- 
; mon  also  said  that  he  would  encourage 
; the  use  of  neighborhood  health  centers 
j as  a less  expensive  alternative  to 
hospital  emergency  rooms. 

1 A similar  breakfast  session  is  being  sched- 
j uled  with  Mayor  Edward  DiPrete  of  Cranston 
I in  October. 

I While  Society  representatives  have  met  fre- 
i]  quently  with  elected  officials  in  the  past, 
the  breakfast  series  marks  the  first  time 
that  meetings  have  been  held  with  political 
candidates.  RIMS  President  Dr  Paul  J.M. 
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CANDIDATES'  BREAKFASTS  (continued) 

Healey  said,  "The  success  of  the  meetings 
is  a clear  indication  that  the  time  to  talk 
with  elected  officials  is  before  the  elec- 
tion. I am  planning  to  recommend  that  a 
similar  series  of  'breakfast  with  the  candi- 
date' be  held  during  the  1986  political 
campaign. " 


RIMS  REPRESENTED  AT  AMA  COUNCIL 

The  Society  was  represented  at  the  Septem- 
ber 21  meeting  of  the  American  Medical 
Association  Council  on  Legislation  by  Drs 
Paul  J.M.  Healey,  President;  Norman  A. 
Baxter,  Executive  Director;  and  Newell  E. 
Warde,  Assistant  Executive  Director.  The 
AMA  Council,  which  met  in  Boston,  is  re- 
sponsible for  recommending  positions  on 
federal  legislation  and  regulations  to  the 
AMA  Board  of  Trustees. 

The  Medicare  fee  freeze  and  other  require- 
ments of  the  Deficit  Reduction  Act  of  1984 
dominated  the  agenda.  In  late  August,  the 
AMA  announced  plans  to  challenge  the  con- 
stitutionality of  some  provisions  of  the 
new  law.  Among  other  requirements,  the 
act:  1)  freezes  physician  reimbursement 
under  the  Medicare  program  at  the  current 
level  from  July  1,  1984  until  September  30, 
1985;  2)  creates  a new  class  of  "partici- 
pating physicians,"  ie,  those  who  agree  to 
accept  assignment  of  Medicare  benefits  as 
payment  in  full  for  all  Medicare  patients; 
and  3)  requires  close  federal  scrutiny  of 
all  claims  submitted  by  non-participating 
physicians.  Commenting  on  the  planned 
lawsuit,  AMA  Board  Chairman  John  Coury 
said  that  "...  the  act  singles  out  phy- 
sicians, alone  among  all  segments  of  our 
society,  by  forbidding  them  from  entering 
into  contractual  arrangements  with  pa- 
tients." 

In  other  actions,  the  AMA  Council  also  re- 
viewed provisions  of  HR  5400,  the  Alterna- 


AMA  LEGISLATIVE  COUNCIL  MEETS  (continued)  COUNCIL  URGES  SUPPORT  (continued) 


tive  Medical  Liability  Act,  and  proposed 
model  state  legislation  on  medical  review 
boards.  Introduced  by  Reps  W.  Henson 
Moore  (R,  LA)  and  Richard  Gephardt  (D,  MO), 
HR  5400  would  apply  a modified  "no-fault" 
approach  to  patient  care  paid  for  by  the 
federal  government.  These  patients  in- 
clude Medicare  beneficiaries,  Medicaid 
recipients,  military  personnel,  veterans, 
and  federal  employees.  Under  the  pro- 
posal, physicians  and  hospitals  would  be 
permitted  to  offer  a settlement  within 
six  months  of  the  occurrence  of  the  alleged 
incident.  The  settlement  is  to  include 
payment  for  such  "net  economic  losses" 
as  out-of-pocket  expenses,  reasonable 
legal  charges,  the  costs  of  medical  care, 
lost  wages,  and  rehabilitation  expenses. 
Once  the  offer  had  been  made,  the  patient 
would  forfeit  all  rights  to  judicial  re- 
view except  to  dispute  the  appropriate- 
ness of  the  settlement  on  economic  grounds. 

In  testimony  before  the  US  House  of  Repre- 
sentatives Subcommittee  on  Health,  the 
AMA  expressed  concern  that  HR  5400  would 
raise  insurance  costs  because  physicians 
and  hospitals  probably  would  settle  mar- 
ginal claims  which  would  not  be  pursued 
under  the  present  system.  The  bill  repre- 
sents the  first  time  that  a potential  fed- 
eral solution  to  the  malpractice  crisis 
has  been  proposed. 

^ Other  federal  legislation  reviewed  by  the 
AMA  Council  included  such  diverse  topics 
as  implementation  of  peer  review  organi- 
zations (pros) , the  so-called  "Baby  Doe" 
legislation  covering  the  rights  of  handi- 
capped infants,  organ  transplantations, 
the  administration  of  heroin  to  terminal 
cancer  patients,  and  insurance  coverage 
of  preventive  health  services. 

j 

SOCIETY  ENDORSES  911  EMERGENCY  NETWORK 

At  its  August  meeting,  the  Council  of  the 
Rhode  Island  Medical  Society  called  on 
RIMS  members  to  support  a $5  million  bond 
issue  for  financing  a 911  emergency  access 
telephone  number  throughout  the  state. 

In  an  action  long  advocated  by  the  Soci- 
ety, the  General  Assembly  earlier  this 
year  approved  installation  of  a 911  sys- 


tem, subject  to  voter  approval  of  the  Novem- 
ber 1984  referendum.  Rhode  Island  is  one  of 
the  few  jurisdictions  in  the  country  without 
a three-digit  emergency  access  number. 

Representing  RIMS  and  the  Rhode  Island  Chap- 
ter of  the  American  College  of  Emergency 
Physicians  before  the  Senate  Health,  Educa- 
tion, and  Welfare  Committee,  Dr  Jacek  B. 
Franaszek  emphasized  that  a 911  system  is 
essential  to  providing  adequate  emergency 
medical  services.  Dr  Franaszek  serves  as 
Director,  Department  of  Emergency  Medicine, 
Rhode  Island  Hospital.  Rhode  Islanders  cur- 
rently are  confronted  with  a "bewildering" 
array  of  emergency  telephone  numbers,  he 
told  the  committee.  The  delays  resulting 
from  the  present  system  are  intolerable  in 
situations  where  timely  intervention  by 
appropriate  medical  personnel  is  crucial. 

A guest  editorial  by  Dr  Franaszek  appears 
on  page  433  of  this  Journal . 


TECHNOLOGICAL  INNOVATIONS  TARGETED  AS 
CULPRIT  IN  RISING  MEDICAL  COSTS 

Technological  innovations  are  the  "primary 
cause  of  the  increase"  in  US  health  care 
costs,  according  to  a report  published  by 
the  US  Congressional  Office  of  Technology 
Assessment  (OTA)  in  late  July. 

Costs  related  to  medical  technology  have 
contributed  substantially  to  the  19  per 
cent  increase  in  Medicare  expenditures 
since  1974.  The  OTA  report  also  noted 
that  Medicare  reimbursement  policies  have 
encouraged  the  growth  of  technology  and 
made  it  available  to  more  and  more  patients. 
"The  Inappropriate  use  of  medical  techno- 
logy is  common  and  raises  Medicare  and 
health  system  costs  without  improving  the 
quality  of  care,"  the  report  alleges.  OTA 
staff  further  postulate  that  surgical  pro- 
cedures, laboratory  procedures,  and  other 
tests  frequently  are  overutilized,  result- 
ing in  more  complex  interventions  and 
longer  hospital  stays. 

Despite  the  alleged  scope  of  the  problem, 
however,  the  OTA  recommends  against  ra- 
tioning as  an  effective  means  of  control- 
ling Medicare  costs  and  instead  suggests 
the  development  of  alternative  health 
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OTA  REPORT  (continued) 

care  delivery  systems  as  the  "best  approach 
to  the  problem."  OTA  recommendations  fre- 
• quently  are  used  as  the  basis  of  Congres- 
sional deliberations  on  Medicare  financing. 

! MILLARD  NAMED  TO  AMA  COMMITTEE 
1 

I Dr  Charles  E.  Millard,  RIMS  president  from 
; 1981-1982,  has  been  named  by  the  AMA  Board 
( of  Trustees  as  one  of  eight  members  of  the 
I AMA  Ad  Hoc  Panel  on  Organ  Transplantations 
i of  the  Council  of  Scientific  Affairs.  The 
) new  group  will  be  charged  with  developing 
AMA  policy  on  organ  transplantations.  A 
permanent  deacon  of  the  Providence  Diocese, 
Dr  Millard  also  served  on  the  prestigious 
National  Institutes  of  Health  Consensus 
Development  Conference  on  Liver  Transplanta- 
tions. The  NIH  group  was  convened  in  June 
i 1983. 

j GELCH  NAMED  FOR  NATIONAL  AWARD 

’ Dr  Melvyn  Gelch  was  nominated  by  RIMS  for 
i the  1985  Benjamin  Rush  Award  for  Citizen- 
1 ship  and  Community  Service  of  the  American 
I Medical  Association.  Dr  Gelch  was  the 
I principal  force  behind  a home  rule  charter 
i for  the  City  of  Providence.  After  the  city 
I was  granted  home  rule  status  by  the  General 
i Assembly,  he  served  as  chairman  of  the 
! commission  which  drafted  the  current  char- 
: ter. 

; Dr  Gelch  achieved  national  prominence  ear- 
I lier  this  year  as  a result  of  his  success- 
: ful  efforts  to  prevent  a former  Providence 
1 mayor,  who  had  been  forced  to  resign  after 
i a felony  conviction,  from  seeking  re- 
1 election. 

1 In  his  nomination  letter  to  the  AMA,  RIMS 
i President  Dr  Paul  J.M.  Healey  said,  "Dr 
i Gelch  embodies  the  sense  of  civic  respon- 
I sibility  originally  displayed  by  Benjamin 
1 Rush.  Without  concern  for  his  own  wel- 
] fare  or  that  of  his  family,  he  has  shown 
I unrelenting  zeal  in  his  efforts  to  assure 
j good  government  for  the  citizens  of  Pro- 
vidence. Through  his  example,  Melvyn  Gelch 
( has  demonstrated  that  it  is  possible  for 
; concerned  citizens  to  influence  governmental 
i and  judicial  decisions  of  considerable  sig- 
jj  nificance  to  the  community.  " 

|Dr  Gelch  currently  serves  as  RIMS  Vice- 
^ President . 

1 October.  1984- Vnl  fi7 


DIABETES  ASSOCIATION  ORGANIZES  CAMPAIGN 

As  part  of  a national  campaign  to  stimulate 
awareness  of  Type-II  diabetes,  the  Rhode 
Island  Diabetes  Association  is  establishing 
a committee  which  will  focus  on  the  contin- 
uing educational  needs  of  physicians,  nurses, 
and  other  health  professionals  who  treat  dia-  I' 
betic  patients.  Earlier  this  year,  the 
American  Diabetes  Association  launched  a $4 
million  program  designed  to  reach  all  pri- 
mary care  physicians  in  the  US  by  1986. 

The  Rhode  Island  affiliate  also  recently 
created  a multi-disciplinary  patient  educa- 
tion committee  consisting  of  professionals 
participating  in  the  Diabetes  Control  Out- 
patient Education  Program;  patient  educators 
at  hospitals,  nursing  homes,  and  other  health 
care  facilities;  and  all  Interested  health 
professionals . 

Further  information  concerning  both  groups 
is  available  from  the  association  at  401/ 
331-0009. 

LUNG  CANCER  DEATHS  INCREASE 

Lung  cancer  has  replaced  carcinoma  of  the 
breast  as  the  leading  cause  of  cancer  mor- 
tality among  American  women  between  the 
ages  of  65  and  7^  years,  according  to  a 
recent  report  from  the  National  Center  for 
Health  Statistics.  The  Center  attributes 
the  growth  in  lung  cancer  deaths  to  the 
"increased  smoking  rate  of  females  now 
entering  this  age  group." 

The  RI  Department  of  Health,  however,  re- 
cently reported  that  cardiopulmonary  dis- 
ease remained  the  primary  cause  of  death 
among  Rhode  Islanders  of  all  ages  last  year. 
The  1983  Provisional  Report  Summary,  issued 
by  the  Division  of  Vital  Statistics,  does 
not  include  mortality  rates  by  age  group 
or  sex. 

Among  the  malignant  neoplasms,  which  are 
the  second  leading  cause  of  death,  car- 
cinoma of  the  digestive  organs  ranked  the 
highest  at  a rate  of  68.3/100,000,  followed 
closely  by  lung  cancer  at  a rate  of  61.3/ 
100,000.  While  the  1983  mortality  rate 
for  lung  cancer  showed  a 1.1  per  cent 
increase  over  last  year,  the  comparable 
increase  in  deaths  from  all  malignant  neo- 
plasms was  three  per  cent.  The  report 
also  notes  a 50.3  per  cent  hike  in  the  num- 
ber of  deaths  resulting  from  pneumonia. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH; 


IS  ADVERTISING  BY  PHYSICIANS  ETHICAL? 

We  frequently  receive  questions  at  the  Society’s  offices  from  physicians  and  the  pub- 
lic concerning  the  appropriateness  of  advertisements  by  physicians.  Are  they  ethical? 
What  is  considered  within  the  bounds  of  good  taste?  The  following  information  is  from 
the  19S3  CuAAZYVt  Op^nXon^  the.  AMA  JcLcUctaZ  Council  and  a brochure,  "Voluntary 
Guidelines  for  Physician  Advertising,"  published  by  the  Hennepin  (MN)  County  Medical 
Society.  Specific  questions  should  be  sent  to  the  Mediation  Committee,  Rhode  Island 
Medical  Society,  106  Francis  Street,  Providence,  Rhode  Island  02903. 

• 1 4 adveAtl6lng  by  phy^lcca/i6  ctkicaZ? 

It  is  acceptable  for  a physician  to  advertise  the  availability  of  his  or  her 
services.  While  advertisements  may  be  included  in  any  form  of  public  communi- 
cation (such  as  newspapers,  magazines,  telephone  directories,  radio,  and 
television) , they  should  be  restricted  to  the  geographic  area  where  the  phy- 
sician maintains  an  office  or  where  most  of  his  or  her  patients  live  and 
work. 

• {jJhat  In^o^atlon  may  be  Included  In  an  adveAtu>ment? 

Advertisements  must  be  factual,  direct,  dignified,  and  readily  understandable. 
They  may  Include  the  following:  the  physician’s  name;  name  of  the  medical 

group  with  which  the  physician  is  associated;  names  of  professional  associ- 
ates affiliated  with  the  same  group;  office  address  and  telephone  numbers; 
office  hours;  educational  background;  available  credit  or  other  methods  of 
pa3rment;  willingness  to  accept  Medicaid  patients;  willingness  to  accept 
Medicare  assignment;  whether  or  not  a participating  member  of  Blue  Shield; 
and  specialization  or  limitations  of  the  physician’s  practice.  Specialty  or 
subspecialty  designations  must  be  limited  to  those  boards  recognized  by  the 
American  Board  of  Medical  Specialties  in  which  the  physician  is  certified. 

Advertisements  must  not  be  misleading  either  through  omission  of  significant 
information  or  false  representation.  Statements  about  the  quality  of  medi- 
cal services  are  difficult,  if  not  impossible,  to  verify  and  measure  against 
objective  standards.  Advertisements  may  not  include  patient  testimonials 
about  the  physician’s  skills  or  unsupported  claims  of  special  expertise. 

The  CuAAent  Opinions  specifically  note: 

"A  statement  that  a physician  has  cured  or  successfully  treated 
a large  number  of  cases  involving  a particular  serious  ailment 
may  imply  a certainty  of  result  and  create  unjustified  and  mis- 
leading expectations  in  prospective  patients." 

• Ulhat  about  community  pA.ogA.am6,  health  {^oJjl6,  and  -6cA.eentng  pA.ogA/m6? 

Physicians  have  a responsibility  to  participate  in  programs  — such  as  giv- 
ing speeches  to  civic  or  church  organizations  — which  result  in  improved 
community  health.  Well-designed  health  fairs  and  screening  programs  also 
may  benefit  the  public’s  health.  It  is  appropriate  to  Identify  physicians 
participating  in  community  services  by  name,  specialty,  and  medical  group 
or  hospital  affiliation.  Physicians  in  these  situations,  however,  must 
avoid  self-aggrandizing  statements  which  imply  that  they  have  unique 
qualifications  or  expertise. 
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Charles  McCabe 

Apparel  Designers 
Master  Tailors 
Custom  Tailored  Clothing 
Custom  Tailored  Shirts 

The  Master  Tailor . . . 

creates  distinctive  wardrobes  from  the  world’s 
finest  fabrics.  Individually  designed  for  each  client. 
Hand  tailored  to  perfection. 

Fashion  with  a tradition  of  exclusiveness,  always 
a classic,  always  tasteful,  always  quietly 
elegant . . . 

Superior  quality  at  a most  affordable  price. 

By  appointment  at  your  office 

401-781-6666 

P.O.  Box  #2859  Providence,  R.l.  02907 
Since  1940 


MEDICAL  CLEARING  BUREAU 

COLLECTIONS  — IN  YOUR  BEST  INTEREST 


8:30  A.M.  to  4:30  P.M.  WEEKDAYS 
273-4500 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses.” 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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Blackstone 

^ ^Surgical 
M€DI«L^l  Center,  Inc. 

Easier  for  you,  nicer  for  them. 


• Same-Day  Surger>'  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolar>mgol- 
ogists,  orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 


Blackstone  Surgical  Center,  Inc. 

333  School  Street 
Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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why  so  many  doctors 
feel  so  good  about 
Master  Health! 


Master  Health  is  based  on  preventive  medical  care,  so  it 
covers  more  patient  services,  including  office  visits.  Emergency 
Room  visits,  out  of  area  medical  care,  physical  exams,  immuniza- 
tions and  much  more. 

And  Master  Health  reimburses  physicians  for  their  services 
promptly,  with  no  hassles,  no  red  tape. 

Master  Health  is  designed  to  keep  hospital  stays  short  and 
costs  under  control,  so  it  can  cover  a much  broader  range  of  home 
care  and  non-hospital  costs.  That’s  not  the  case  with  other  health 
care  plans. 

That’s  w hy  so  many  doctors  feel  so  good  about  Master  Health. 
And  w hy  you  will,  too. 


^ Master  Health 


Ocean  State  Master  Health  Plan 
3.^9  Eddv  Street  Prov.,  R 1 02903  401-2^3-^030 


It  pays  to  keep  you  healthy. 
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911;  A Call  for  Action 

I 

Jacek  B.  Franaszek,  MD 

I 


A child  sees  his  mother  floating  face  down  in  the 
swimming  pool.  He  dials  911.  A shopkeeper  is 
stabbed  in  the  course  of  a robbery.  He  dials  911. 
A housewife,  upon  seeing  her  husband  collapse, 
dials  911.  In  all  of  these  commonplace  but  true- 
to-life  media  reports,  the  rescue  personnel  arrive 
promptly,  and  the  endings  are  happy. 

While  91 1 does  not  exist  in  Rhode  Island,  it  has 
a chance  in  November  when  voters  will  be  asked 
to  approve  a $5  million  bond  issue  to  install  the 
necessary  equipment  and  provide  operating  costs 
for  18  months.  Subsequent  costs  would  be  ap- 
proximately 25  cents  per  citizen  each  month.  The 
projected  system  involves  a maximum  of  eight 
regional  public  service  answering  points,  staffed 
by  trained  operators  selectively  routing  calls  to 
rescue,  fire,  and  police  in  local  jurisdictions. 
Automatic  number  and  location  identification 
would  allow  the  dispatch  of  appropriate  person- 
nel even  if  the  caller  were  unable  to  complete  the 
call.  It  also  would  reduce  the  number  of  false 
alarms  by  providing  a cross  check  of  the  origin  of 
the  call. 

In  addition  to  improving  public  safety  access, 
the  91 1 system  offers  the  following  advantages: 
1)  an  easy-to-remember,  simple-to-dial  number 
which  precludes  the  necessity  of  dialing  a seven- 
digit number  which  varies  from  community  to 
community;  2)  accessibility  of  the  number  to  chil- 
dren; 3)  reduction  in  response  time  by  rescue 
personnel,  both  because  of  the  decreased  amount 
of  time  retjuired  to  dial  the  number  and  because 


Jacek  B.  Franaszek,  Ml),  is  Director,  Department  oj 
Emergency  Medicine,  Rhode  Island  Hospital,  Prov- 
idence; and  Associate  Professor  of  Surgery  (Emergency 
Medicine),  Brown  University  Program  in  Medicine. 
He  is  a fellow  oj  the  American  College  of  Emergency 
Physicians. 


of  selective  routing  by  a trained  operator;  and  4) 
accessibility  to  rescue  by  those  who  do  not  speak 
English  or  cannot  talk,  as  in  the  case  of  a myocar- 
dial infarction  (MI)  victim. 

The  reduction  in  response  time  is  crucial  to 
providing  an  adequate  response  by  emergency 
personnel.  The  rapidity  with  which  a cardiac 
arrest  victim  is  resuscitated  affects  both  short- 
and  long-term  survival.  If  cardiopulmonary  re- 
suscitation is  initiated  within  four  minutes  of  an 
acute  MI,  the  chances  of  survival  are  enhanced 
during  the  immediate  post-arrest  period. 
Moreover,  the  survival  rates  of  such  victims  four 
years  after  the  incident  also  are  improved.  If  ad- 
vanced life  support  is  administered  within  eight 
to  ten  minutes,  survival  rates,  both  short-  and 
long-term,  improve  markedly.  The  few  minutes 
saved  by  an  emergency  telephone  number  have  a 
profound  bearing  on  outcomes  in  cardiac  pa- 
tients. Earlier  intervention  by  trained  emergency 
medical  technicians  will  help  assure  survival  of 
these  victims. 

Trauma  victims  also  will  benefit  from  “on-the- 
scene”  intervention.  In  trauma  cases,  the  critical 
variable  is  not  extensive  field  intervention  by  par- 
amedics, but  prompt  access  to  definitive  care  by 
physicians  and  nurses.  It  must  be  emphasized, 
however,  that  the  immediate  jirovision  of  field 
stabilization  procedures  jilays  a significant  role  in 
improving  the  morbidity  and  mortality  of  trauma 
patients. 

The  emergency  patient  or  caller  is  faced  with  a 
bewildering  array  of  some  50  emergency  tele- 
phone numbers  throughout  the  state.  Imple- 
mentation of  a three-digit  number  will  allow 
more  rapid  dispatch  of  suitably-trained  help.  The 
passage  of  the  bond  issue  in  November  is  in  the 
l)est  interest  of  our  patients  and  oursehes.  The 
|)hysician  community  should  support  911  and 
strive  to  educate  other  health  care  pro\  iders  and 
the  public  as  to  its  importance. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 

• Ultrasound  Services  * * by  appointment  only 


We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 

• Post  Surgical  Patients 


PORTAm^  X-RAY  SERVICE 

OF  RHODE  ISLAND 

Certified  by  the  R.l.  Department  of  Health.  Reimbursement 
provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 


I 100  Highland  Avenue  120  Dudley  Street  154  Waterman  Street  38  Hamlet  Avenue 

I Providence,  R.l.  Providence,  R.l.  Providence,  R.l.  Woonsocket,  R.l. 

I 331-3996  331-3996  273-0450  766-4224 

1 
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Big  Brother  — The  1985  Version 


George  Orwell’s  prophetic  novel,  1984,  has 
proven  to  be  a unique  and  detailed  description  of 
what  can  happen  when  Big  Brother  reduces  the 
citizenry  to  blips  on  a chip. 

It  is  incredible,  but  a fact,  that  the  recent  crisis 
generated  by  the  implementation  of  the  Deficit 
Reduction  Act  of  1984  may  pale  in  comparison  to 
two  reports  expected  next  year  from  the  Office  of 
Technology  Assessment  (OTA)  and  the  Depart- 
ment of  Health  and  Human  Services  (DHHS). 
Congress  directed  both  agencies  to  investigate 
the  advisability  and  feasibility  of  making  pay- 
ments for  physicians’  services  to  hospital  inpa- 
tients on  the  basis  of  diagnosis-related  groups 
(DROs). 

Briefly,  the  data  base  to  be  accumulated  for 
these  reports  through  the  potential  of  computer- 
gathered  and  stored  profiles  will  document  the 
following  information: 


Paul  J.  M.  Healey,  MD 


by  all  providers,  whether  specialist  or  gener- 
alist, and  whether  for  procedural  or  cognitive 
services. 


(1)  Beneficiaries  and  utilization:  The  total  number 
of  eligible  Medicare  patients  who  are  hospi- 
talized, their  length  of  stay,  and  the  type  of 
services  provided. 

(2)  Providers:  All  services,  whether  a coronary 
by-pass,  concurrent  care,  or  a consultation, 
performed  by  physicians  and  non-j)hysicians 
in  the  care  of  beneficiaries  (ie,  patients)  will 
be  recorded  in  detail. 

(3)  Procedures:  'fhis  will  be  based  on  the  Current 
Procedural  Terminology  (4th  Edition)  (CFE-4) 
code  manual,  and  will  include  the  frecjuency 
of  procedures,  as  well  as  who  performed 
them. 

(4)  Prevailing  charge  file:  Information  will  be 
accumulated  concerning  the  fees  submitted 


These  data  will  be  programmed  into  the  overall 
cost  of  payment  to  physicians.  But  it  does  not  end 
there.  Physicians’  incomes  also  will  be  entered  into 
the  computer  analysis.  While  “advisory  commit- 
tees” representing  physicians  and  professional 
organizations  will  be  provided  with  an  opportu- 
nity for  reviewing  the  findings  and  making  rec- 
ommendations, this  obvious  tokenism  will  have 
no  role  in  the  final  compilation  of  j^lanned  new 
laws,  rules,  and  regulations.  These  will  be  draf  ted 
by  staff  from  the  Health  Gare  Financing  Admin- 
istration, the  De{)artment  of  Health  aiul  Human 
Services,  and  the  Of  fice  of  I echnologv  Assess- 
ment. They  will  not  be  beholden  to  anyone  except 
the  payer  for  Medicare  benefits  — Big  Brother. 

Welcome  to  1985  ...  ■ 
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Evaluation  of  Transsphenoidal 
Hypophysectomy  in  the  Management  of 
Metastatic  Breast  Carcinoma 

Hormone  Responsiveness  and  the  Interval  between  Initial  Diagnosis  and 
Hypophysectomy  Provide  the  Most  Reliable  Predictors  of  Success 


Toussaint  A.  Leclercq,  MD,  FACS,  FICS 
Robert  E.  Knisley,  MD 
Richard  P.  D’Amico,  MD 
Joseph  DiBenedetto,  Jr.,  MD 

Hypophysectomy,  or  resection  of  the  normal 
pituitary  gland,  has  been  advocated  as  a mode  of 
therapy  for  advanced  breast  or  prostatic  cancer, 
diabetic  retinopathy,  and  disseminated 
melanoma.*"^  The  indications  for  hypoph- 
ysectomy have  narrowed  with  experience, 
however,  and  the  procedure  now  is  considered  as 
appropriate  only  in  the  management  of  metasta- 
tic breast  or  prostatic  carcinoma.  Hypoph- 
ysectomy has  been  utilized  successfully  since  the 
early  1950s  in  the  treatment  of  breast  carcinoma.'^ 
Despite  extensive  research  and  the  accumula- 


From  the  Department  of  Neurological  Surgery,  St.  Joseph  Hospital; 
the  Departments  of  Neurological  Surgery  and  Clinical  Oncology, 
Rhode  Island  Hospital;  and  the  Brown  University  Program  in  Medi- 
cine, Providence,  Rhode  Island. 


Toussaint  A.  Leclercq,  MD,  Chief  of  X eurosurgery,  St. 
Joseph  Hospital,  Providence. 

Robert  E.  Knisley,  MD,  private  practice  of  hematology! 
oncology.  Providence  and  Westerly;  Clinical  Associate 
Professor  of  Medicine,  Brown  University  Program  in 
Medicine. 

Richard  P.  DAmico,  MD,  private  practice  of  hematolo- 
gyloncology.  Providence;  Clinical  Assistant  Professor 
of  Medicine,  Brown  University  Program  in  Medicine. 

Joseph  DiBenedetto,  Jr.,  MD,  private  practice  of  hema- 
tology! oncology,  Providence;  Clinical  Instructor  in 
Medicine,  Brown  University  Program  in  Medicine. 


tion  of  a large  series  of  reports,  the  exact  mecha- 
nisms of  pain  relief,  tumor  regression,  or  both 
remain  unknown.^''  The  recent  discovery  of  en- 
dorphins in  the  central  nervous  system  and  their 
alleviation  of  pain  may  bring  new  understanding 
of  the  mechanisms  of  pain  relief.  Current  find- 
ings suggest  the  importance  of  two  hormones, 
prolactin  and  human  growth  hormone  (HGH), 
which  are  produced  by  the  adenohypophysis. 
Their  role  in  relieving  the  pain  associated  with 
metastatic  breast  carcinoma  has  been  substanti- 
ated by  the  following  findings.  The  administra- 
tion of  L-Dopa,  known  to  reduce  serum  prolactin 
levels,  has  been  demonstrated  to  alleviate  pain 
secondary  to  diffuse  bony  metastases.^  Anti- 
prolactin serum  induces  regression  in  mammary 
tumors  in  rats.®’  Following  initial  relief  with 
hypophysectomy,  the  injection  of  human  growth 
hormone  in  these  patients  reactivates  the  pain 
mechanism.*’  Moreover,  Jules  Hardy  et  al  have 
reported  the  rapid  alleviation  of  pain  in  a series  of 
patients  following  transsphenoidal  hypoph- 
ysectomy.'* This  finding  is  confirmed  by  the 
short  half-life  of  prolactin'*^  and  human  growth 
hormone,  as  shown  by  the  classic  work  of  Hardy 
on  hypersecreting  pituitary  tumors.  Finally,  the 
persistence  of  HCiH,  prolactin  secretion,  or  both 
may  explain  those  cases  in  which  transsphenoidal 
hypojjhysectomy  fails  to  moderate  pain  while  a 
second  surgical  procedure  resulting  in  total  abla- 
tion is  followed  by  complete  relief." 

Indications 

Since  hypophysectomy  is  a palliative  therapy  for 
metastatic  breast  carcinoma,  the  indications  must 
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be  correlated  with  the  risk/benefit  ratio  for  the 
patient.  As  described  by  Hardy,  a low  incidence 
of  mortality  and  morbidity  is  associated  with  the 
procedure.*’  Two-thirds  of  the  patients  have 
been  shown  to  respond.  These  findings  are 
acceptable  if  the  benefit  to  the  patient  results  in  a 
better  quality  of  life.**’  A favorable  outcome  may 
be  predicted  in  those  patients  who  previously  re- 
sponded to  hormonal  therapy  or  other  ablative 
procedures.  Bony  disease  remains  the  primary 
indication.  While  patients  with  visceral  involve- 
ment have  a shorter  survival  period  and  a poor 
prognosis,  they  should  not  be  eliminated  as  sur- 
gical candidates  because  of  the  potential  pain  re- 
lief and  the  possibility  of  a longer  remission  than 
would  otherwise  occur.  It  is  also  likely  that  the 
availability  of  estrogen  receptor  testing  will  refine 
the  indications  for  the  procedure,  although  a 
large  series  correlating  TSH  and  estrogen  recep- 
tor positivity  is  not  yet  available.*' 

The  present  study  is  based  on  30  consecutive 
cases  of  transsphenoidal  hypophysectomy  per- 
formed at  the  Rhode  Island  Hospital,  Provi- 
dence, Rhode  Island,  in  1977  and  1978.  Surgery 
was  performed  only  in  cases  of  metastatic  breast 
carcinoma,  generally  after  failure  to  respond  to 
such  treatment  modalities  as  chemotherapy,  hor- 
monal therapy,  radiation  therapy,  and  oophor- 
ectomy. 

The  decision  to  perform  the  procedure  was 
reached  jointly  by  an  oncologist  and  neuro- 
surgeon. The  decision  to  operate  was  based  on 
the  following  criteria:  the  ability  of  the  patient  to 
tolerate  surgery  with  reasonable  risk,  the  pre- 
dominance of  bony  metastases  with  intractable 
pain,  good  response  to  ovariectomy  in  premeno- 
pausal patients,  previous  response  to  hormonal 
manipulation,  estrogen  receptor  positivity  (when 
available),  a prolonged  interval  between  the  ini- 
tial diagnosis  and  first  metastases  and  between 
the  diagnosis  and  consideration  of  TSH,  and  lack 
of  central  nervous  system  involvement. 

In  this  series  of  patients,  the  mean  age  at  the 
time  of  the  operation  was  55.5  years  with  a mean 
age  at  diagnosis  of  5 1 .4  years.  The  mean  interval 
between  the  initial  diagnosis  and  TSH  was  4.1 
years.  Among  this  series  of  patients,  13  were  pre- 
menopausal and  17  postmenopausal  at  the  time 
of  the  diagnosis. 

Surgical  Procedure 

The  sublabial  midline  rhinoseptal  transsphe- 
noidal approach  to  the  pituitary  gland  is  now 
standard  and  has  been  described  else- 


where.*’ **’  *^’  *^  Only  a short  description  of  the 
procedure  follows  below.  Under  general  anesthe- 
sia, an  incision  is  made  in  the  upper  gum.  The 
nasal  mucosa  is  elevated,  and  the  inferior  third  of 
the  nasal  septum  is  removed.  The  sphenoid  sinus 
is  opened,  the  pituitary  gland  exposed  through  a 
window  in  the  sella  floor,  the  pituitary  stalk  di- 
vided, and  the  gland  removed  in  one  piece.  De- 
pending upon  anatomical  variations,  a total  or 
selective  anterior  hypophysectomy  is  performed. 
A watertight  closure  is  insured  by  a strip  of  fascia, 
a piece  of  muscle,  and  a cartilage  graft.  Nasal 
mucosa  flaps  are  approximated  with  vaseline 
gauze.  The  entire  procedure  lasts  approximately 
one  hour  and  leaves  no  visible  facial  scar. 

The  transsphenoidal  approach  to  pituitary 
tumors  has  been  refined  by  the  use  of  radio- 
fluoroscopic  control  and  the  surgical  mi- 
croscope.*^ The  method  currently  is  utilized  for 
pituitary  ablation.  The  optic  magnification  and 
the  direct  illumination  provided  by  the  micro- 
scope permit  excellent  identification  of  anatomi- 
cal structures,  especially  of  the  pituitary  gland. 
With  microsurgical  instruments,  complete  abla- 
tion of  the  pituitary  gland  is  assured.  Panhypopi- 
tuitarism is,  therefore,  immediate  and  complete. 

Complications 

While  the  procedure  itself  is  rarely  associated 
with  morbidity  or  mortality,  the  occurrence  of 
complications  is  directly  related  to  the  debilitated 
state  of  patients  with  advanced  metastatic  carci- 
noma. Previous  therapeutic  interventions  delay 
healing  and  impair  normal  physiological  de- 
fenses against  infection.  A careful  preoperative 
evaluation  should  decrease  the  occurrence  of 
complications. 

One  perioperative  death  occurred  in  a 59-year- 
old  patient  secondary  to  massive,  uncontrollable 
bleeding.  Postmortem  studies  revealed  metastatic 
involvement  of  the  sphenoid  sinus  and  sella  turci- 
ca. One  patient  died  of  respiratory  failure  with 
pleural  effusion.  In  a 58-year-old  patient  who 
had  received  radiation  therapy  to  the  neck  area, 
the  postoperative  course  was  complicated  by  ede- 
ma of  the  vocal  cords.  Reintubation,  followed  by  a 
tracheostomy,  was  necessary.  The  erosion  of  the 
subclavian  artery  resulted  in  uncontrollable 
bleeding  and  death.  One  patient  developed  post- 
operative meningitis  secondary  to  a cerebrospi- 
nal fluid  (CSF)  leak  and  was  successfully  treated 
with  antibiotic  therapy.  One  patient  developed  a 
transient  palsy  of  the  sixth  nerve  secondary  to 
trauma  to  the  oculomotor  nerve  in  the  cavernous 
sinus.  Complete  recuperation  occurred  by  the 
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sixth  postoperative  day.  There  were  1 1 transient 
and  five  permanent  cases  of  diabetes  insipidus 
among  this  series  of  patients.  In  most  cases,  di- 
abetes insipidus  can  be  controlled  successfully  by 
Atromid®  (clofibrate)  administered  orally.  Only 
two  patients  required  Diapid®  (lypressin)  nasal 
spray  twice  daily.  The  replacement  therapy  con- 
sisted of  37.5  mg  cortisone  acetate  and  0.1  mg 
Synthnoid®  (levothyroxin  sodium)  daily.  As  a 
modified  surgical  technique  currently  is  available 
to  prevent  diabetes  insipidus,  the  incidence  of 
this  bothersome  complication  should  be  de- 
creased significantly. 

Verification  of  Results 

All  procedures  were  performed  by  the  same 
surgeon  (TAL).  The  complete  excision  of  the 
pituitary  was  thought  to  have  been  achieved  in  all 
cases  using  the  technique  described.  Pathological 
verification  of  pituitary  tissue  was  obtained  in 
every  case. 

To  shorten  hospitalization  and  reduce  costs, 
the  postoperative  endocrinological  workup 
generally  was  limited  to  an  assessment  of  the  pro- 
lactin and  human  growth  hormone  levels.  In  the 
majority  of  cases,  thyroid-releasing  hormone 
prolactin  stimulation  was  used.  Excision  of  the 
entire  gland  was  indicated  by  the  absence  of  pro- 
lactin secretion  above  the  baseline.  The  proce- 
dure resulted  in  22  cases  of  confirmed  total 
hypophysectomy  and  an  incomplete  hypoph- 
ysectomy  in  one  patient.  No  information  was 
available  for  seven  patients,  including  the  three 
who  died. 

Discussion 

The  results  reported  following  transsphenoidal 
hypophysectomy  vary  considerably  from  one 
series  to  another  depending  upon  criteria  used 


Table  1.  — ECOG  Performance  Status  Key 

0 — Normal  activity 

1 — Symptoms  but  ambulatory 

2 — In  bed  less  than  50  per  cent  of  time 

3 — In  bed  more  than  50  per  cent  of  time 

4 — 100  per  cent  bedridden 


and  the  hypophysectomy  technique  utilized.  The 
measurement  of  lymph  nodes,  shrinking  of  visi- 
ble tumor,  radiographic  calcification,  and  ab- 
sence of  new  lesions  may  be  considered  as  indica- 
tions of  an  “objective  remission.”^*’  It  should  be 
noted,  however,  that  pain  relief  has  been  re- 
ported in  as  many  as  92  percent  of  cases  with  no 
correlation  to  an  “objective”  remission." 

While  it  is  gratifying  for  the  surgeon  and  the 
oncologist  to  substantiate  the  objective  regression 
of  measurable  tumor  deposits,  the  patient  is  more 
concerned  with  pain  relief  and  improved  daily 
functioning.  However,  an  objective  assessment  of 
pain  remains  difficult  to  determine.  Decreased 
use  of  pain  medication  is  an  unreliable  indicator 
as  the  patient  also  may  continue  to  take  medica- 
tion because  of  chronic  addiction.  The  Eastern 
Cooperative  Oncology  Group  (ECOG)  evalua- 
tion method  provides  a useful  guide  to  perform- 
ance status  (Table  1). 

Pain  relief:  A decrease  in  pain  medication  was 
considered  significant  when  a narcotic  pain  re- 
liever could  be  replaced  by  a non-narcotic,  over- 
the-counter  medication,  or  when  pain  medica- 
tion could  be  decreased  by  at  least  75  per  cent. 
Others  were  considered  to  be  failures.  Pain  relief 
of  two  months  or  less  was  also  considered  to  rep- 
resent failure.  Of  the  entire  series,  19  cases  were 
considered  successful  while  six  were  failures.  In 
two  cases,  the  information  was  inconclusive 
(Table  2).  The  three  postoperative  deaths  were 
eliminated  from  this  table. 

Performance  status:  An  improvement  of  two 
points  or  more  in  the  ECOG  scale  was  considered 
to  represent  success  (20  cases),  while  improve- 
ment of  one  point  was  considered  inconclusive 
(one  case).  No  change  in  performance  status  was 
classified  as  failure  (seven  cases,  including  three 
postoperative  deaths).  A change  of  less  than  two 
months’  duration  also  was  considered  to  be  a fail- 
ure (Table  2). 

Correlation  with  hormonal  dependency  of  tumor: 
Tumor  hormonal  dependency  was  Judged  on  the 
previous  response  to  ovariectomy  or  liormonal 
manipulation.  The  estrogen  receptor  positivity, 
when  available,  also  was  considered  (four  cases). 
When  the  criteria  of  decreased  reliance  on  pain 


Table  2.  — Performance  Status  and  Use  of  Pain  Medication  Following  TSH 

PERFORMANCE  STATUS 

PAIN  MEDICATION 

TUMOR  TYPE 

Response  Failure 

Response 

Failure 

Hormonal  dependent 

20  4 

19 

2 

Non-hormonal  dependent 

0 5 

— 

4 

Information  not  available 

1 — 

2 

— 
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medication  and  ECOG  performance  status  are 
applied,  it  is  quite  evident  that  those  patients  who 
had  responded  previously  to  hormonal  manip- 
ulation obtained  more  satisfactory  results  from 
transsphenoidal  hypophysectomy.  These  results 
suggest  that  the  procedure  may  not  be  indicated 
in  patients  when  previous  hormonal  manipula- 
tions have  failed. 

Correlation  with  the  internal  between  diagnosis  and 
procedure:  Previous  studies  have  suggested  that  an 
increased  interval  between  the  initial  diagnosis 
and  the  procedure  may  be  a useful  guide  for 
deciding  on  hypophysectomy.  As  noted  previous- 
ly, the  mean  interval  between  diagnosis  and  TSH 
in  the  present  series  of  patients  was  4. 1 years.  The 
interval  for  pain  responders,  however,  was  5.1 
years.  Patients  who  did  not  obtain  measurable 
pain  relief  averaged  3.6  years  between  diagnosis 
and  TSH.  When  measured  against  the  ECOG 
performance  criteria,  the  patients  who  re- 
sponded to  TSH  have  an  average  interval  of  4.7 
years  as  compared  to  3.6  years  for  the  non- 
responders. Both  findings  demonstrate  that  pa- 
tients who  responded  to  TSH  have  a diagnosis- 
TSH  interval  longer  than  the  entire  series,  while 
non-responders  have  a shorter  interval.  A long 
interval,  therefore,  is  a good  indicator  of  a posi- 
tive response  to  hypophysectomy. 

Effects  on  surnival:  Increased  survival  following 
hypophysectomy  could  not  be  established  in 
some  series,*'*  while  in  others  there  appeared  to 
be  a longer  survival  period."  In  the  present  series, 
patients  responding  to  TSH  had  a significantly 
longer  survival  when  compared  to  non- 
responders. In  the  group  of  responders,  the  sur- 
vival varied  between  two  and  46  months  with  an 
average  of  19.6  months  while  in  the  non- 
responder group  survival  varied  between  three 
and  five  months  with  an  average  of  3.6  months. 

Conclusion 

The  literature  on  hypophysectomy  in  metastatic 
breast  carcinoma  is  reviewed,  and  a clinical  ex- 
perience with  30  cases  is  reported.  The  most 
favorable  candidates  have  a history  of  previous 
response  to  hormonal  manipulation.  A long  di- 
agnosis-TSH  interval  is  predictive  of  good  re- 
sponse both  in  pain  and  performance  status.  Pa- 
tients who  responded  to  previous  hormonal  ma- 
nipulation also  demonstrated  longer  average  sur- 
vival. The  relief  of  pain  and  a significant  im- 


provement in  performance  status  was  found  in 
two-thirds  of  the  patients.  This  ratio  is  higher 
when  case  selection  is  made  on  the  basis  of  hor- 
mone responsiveness  and  the  interval  between 
diagnosis  and  TSH. 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up 1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 
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Pituitary  Hyperthyroidism:  Report  of 
Three  Cases 


This  Unusual  Clustering  of  Cases  Probably  Represents  a Heightened 
Awareness  and  the  Availability  of  TSH  Assay 


Christopher  Ehmann,  MD 
Dennis  S.  Krauss,  MD 
Charles  B.  Kahn,  MD 


Hyperthyroidism  is  a relatively  common  disorder 
usually  caused  by  diffuse  goiter  (Graves’  disease 
or  non-Graves’  disease),  multinodular  goiters  or 
toxic  adenomas.  The  hyperthyroid  state  is  the 
clinical  expression  of  increased  amounts  of  circu- 
lating thyroid  hormones  produced  by  a gland 
unresponsive  to  normal  control  mechanisms.  It  is 
usually  treated  by  blocking  thyroid  hormone 
synthesis,  by  medical  or  surgical  ablation  of  the 
thyroid  gland,  or  by  treatment  of  symptoms. 

Normally,  thyroid  secretion  of  thyroxine  (T4) 
and  triiodothyronine  (T3)  is  modulated  by  the 
thyroid-stimulating  hormone  (TSH)  produced  in 
the  anterior  pituitary  and  released  into  the  sys- 
temic circulation.  The  secretion  of  TSH  is,  in 
turn,  controlled  by  the  thyrotropin-releasing 
hormone  (TRH)  secreted  from  the  hypothala- 
mus. Increased  amounts  of  circulating  thyroid 
hormones  inhibit  the  production  of  TSH  in  the 
anterior  pituitary.  It  is  presently  unclear  which 
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factors  regulate  hypothalamic  TRH  secretion.' 
Thus,  several  points  exist  at  which  insensitivity  to 
a controlling  hormone  or  overproduction  of  such 
a hormone  could  produce  hyperthyroidism.  In 
the  usual  case  of  hyperthyroidism,  an  elevated 
circulating  level  of  T4  or  T3  suppresses  TSH 
secretion  in  low  levels.  The  presence  of  a normal 
or  elevated  TSH  level  in  a patient  with  an  ele- 
vated T4  suggests  the  diagnosis  of  inappropriate 
TSH  secretion. 

Gershengorn  has  classified  the  potential 
abnormalities  that  might  lead  to  inappropriate 
TSH  secretion:  pituitary  tumors  which  produce 
TSH,  target  organ  resistance  to  thyroid  hor- 
mones, ectopic  TSH  production,  abnormal  stim- 
ulation of  TSH  production  by  TRH  or  other  sub- 
stances, and  defective  suppression  of  TSH 
secretion. 2 There  have  been  33  cases  of  TSH 
secreting  adenomas^  reported  to  date  and  several 
cases  of  pituitary  resistance  to  the  normal  effects 
of  thyroid  hormones.^  While  there  are  numerous 
reports  of  ectopic  production  of  a substance  with 
TSH  activity,  particularly  in  hydatidiform  moles, 
this  substance  differs  from  pituitary  TSH.  ‘ Cases 
of  true  ectopic  TSH  secretion  await  discovery. 
Examples  of  abnormal  stimulation  of  TSH  or 
TRH  by  other  substances,  or  defects  in  the  nor- 
mal suppression  of  TSH  also  have  not  been  re- 
ported as  yet. 

Described  are  three  patients  recently  seen  with 
TSH-secreting  pituitary  adenomas.  Many  more 
patients  with  inappropriate  TSH  secretion  prob- 
ably will  be  discovered  because  of  the  wider 
availability  of  accurate  assays.  It  is  important  to 
detect  cases  of  inapj)ropriate  fSH  secretion  be- 
cause the  majority  of  these  jjatients  have  j)ituitary 
adenomas  which  can  lead  to  such  neurologic  se- 
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quelae  as  visual  field  defects,  headache,  increased 
intracranial  pressure,  or  even  death.  Treatment 
of  pituitary  adenomas  clearly  has  been  shown  to 
benefit  these  patients,  both  by  relieving  their 
svmptoms  of  hyperthyroidism  and  by  preventing 
further  neurological  deficits.  The  diagnostic  pro- 
cedures, treatment  options,  and  prognosis  of 
these  patients  are  reviewed  below. 

Case  Reports 

Case  Report  1:  A 57-year-old  black  female  initially 
presented  in  August  1979  with  bitemporal 
hemianopsia.  There  was  a history  of  hyperten- 
sion and  diabetes.  In  1956  she  had  undergone  a 
partial  thyroidectomy  for  a cold  nodule,  and  in 
1968  was  treated  with  radioactive  iodine  for 
symptomatic  hyperthyroidism.  She  displayed  no 
clinical  signs  until  1979  when  visual  field  defects 
were  noted.  A computed  tomographic  scan 
showed  a suprasellar  mass  which  was  confirmed 
bv  angiographv.  Endocrine  studies  at  that  time 
showed  T4  of' 8.0|xg/dL,  TSH  of  92.7|xL7mL 
(normal  0-9.5|j.U/mL),  luteinizing  hormone  of 
106|j.U/mL,  and  prolactin  of  312  In  mL.  Human 
growth  hormone  was  less  than  1.1  ng/niL,  and 
morning  cortisol  was  17.2|xg/dL.  Except  for  the 
TSH  level,  all  were  within  normal  limits. 
Although  a T3  uptake  was  not  obtained  at  this 
time,  the  values  were  normal  at  all  other  times 
tested. 

The  tumor  was  then  debulked,  but  could  not  be 
completely  excised.  On  examination  of  frozen 
section,  the  tumor  appeared  to  be  a chro- 
mophobe adenoma.  Postoperative  external 
radiotherapy  (4500  rads)  was  performed  but  was 
unsuccessful  in  improving  the  visual  fields.  The 
patient  was  discharged  on  prednisone,  and  she 
remained  clinically  euthyroid. 

During  the  next  year,  the  hemianopsia  pro- 
gressed. A CT  scan  showed  recurrent  tumor,  and 
she  underwent  a transsphenoidal  hypoph- 
ysectomy.  A chromophobe  adenoma  was  again 
revealed  on  histological  examination,  and  im- 
munologic staining  showed  a predominance  of 
TSH-secreting  cells.  The  visual  fields  did  not  im- 
prove. Since  a metyrapone  test  was  abnormal,  the 
patient  was  continued  on  prednisone.  A TRH 
stimulation  test  was  performed,  and  the  TSH 
rose  from  a baseline  of  36.5|xL7mL  to  71.0|xL7 
mL  one  hour  after  intravenous  injection  of  500  g 
of  TRH.  The  prolactin  level  measured  during 
that  same  test  rose  normally  from  32.5  ng/mL  to 
59.0  ng/mL  thirty  minutes  after  TRH.  An 
L-Dopa  stimulation  test  for  human  growth  hor- 
mone showed  a subnormal  rise  from  1.2  to  1.7 


ng/mL  at  thirty  minutes.  A rapid  Cortrosyn® 
stimulation  test  was  normal  with  serum  cortisol 
rising  from  8.6  to  22.5|xg/dL  after  25  units  of 
Cortrosyn®. 

Over  the  next  six  months  the  patient  did  well. 
Her  T4  and  T3  uptake  remained  normal  and 
TSH  was  69.2|jLL7mL.  Six  months  later  the  TSH 
was  noted  to  rise  even  further,  and  a CT  scan 
showed  an  increase  in  the  size  of  the  mass.  At  that 
time,  thyroid  function  tests  showed  T4  of  6.8|JLg/ 
dL,  T3  uptake  of  27.8  per  cent,  T3  by  radioimmu- 
noassay of  104  ng/dL  (normal  100  to  190  ng/dL), 
and  a TSH  greater  than  50|a.L7/mL.  Several 
months  later  the  patient  reported  a progressive 
narrowing  in  her  visual  fields  which  was  con- 
firmed by  formal  testing.  After  bromocriptine 
therapy  was  initiated,  the  TSH  level  initially  de- 
creased from  72}jLL7mL  to  23.9|jLL7mL  and  then 
rose  again  despite  continued  treatment.  A regi- 
men of  L-thyroxine  was  started.  Although  the 
TSH  fell  to  less  than  50|jiU/mL,  it  again  increased 
despite  continued  treatment.  Other  thyroid  func- 
tions remained  normal.  A series  of  neurological 
events  followed,  leaving  the  patient  bedridden 
and  aphasic.  The  CT  scan  remained  unchanged. 
She  was  discharged  on  L-thyroxine,  and  now  re- 
sides in  a nursing  facility. 

Case  Report  2:  A 27-year-old  white  male  under- 
went a subtotal  thyroidectomy  in  1975  for  hyper- 
thyroidism thought  to  be  secondary  to  Graves’ 
disease.  He  developed  symptomatic  hypothy- 
roidism, and  L-thyroxine  was  initiated.  On  0.15 
mg  of  L-thyroxine,  the  T4  was  9.3  ng/dL  and 
TSH  was  33|JiL7mL.  Because  of  these  values,  the 
dosage  of  L-thyroxine  was  increased  to  0.2  mg 
daily,  and  thyroid  studies  showed  the  T3  uptake 
of  53  per  cent  (normal  35  to  45  per  cent),  T4  of 
14.5  ng/dL  (normal  5.5  to  1 1.5  ng/dL),  and  TSH 
of  8.7|i.L7mL  (normal  0 to  9|xL7mL).  He  was  con- 
currently under  treatment  for  a seizure  disorder, 
which  had  begun  during  childhood,  with  pheny- 
toin  sodium. 

The  patient  then  developed  ulcerative  colitis, 
and  a six-month  course  of  steroids  was  initiated. 
Since  additional  thyroid  studies  then  revealed  an 
elevated  T4,  L-thyroxine  was  reduced  and  dis- 
continued. Six  months  after  stopping  thyroid  re- 
placement, the  T 3 uptake  was  44  per  cent,  T4  12.8 
ng/dL,  total  T3  215  ng/dL,  and  TSH  was  38.6|i.U/ 
mL.  The  patient  was  referred  for  an  evaluation  of 
endocrine  functions  in  January  1982. 

When  first  seen,  the  patient  was  asymptomatic. 
There  were  no  significant  findings  upon  physical 
examination,  except  for  a thyroidectomy  scar 
without  palpable  thyroid  tissue.  Initial  studies 
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showed  a serum  prolactin  level  of  13  ng  mL  (nor- 
mal 5 to  15  ng/mL),  total  T3  of  176  ng/dL,  free  T4 
of  1.8  ng/mL  (normal  0.68  to  1.8  ng/dL),  and 
TSH  greater  than  40|j.L7mL.  The  diagnosis  of  a 
TSH-secreting  pituitary  adenoma  was  consid- 
ered, and  sella  tomography  revealed  a pituitary 
mass.  This  was  confirmed  by  a CT  scan  of  the 
sella  which  demonstrated  erosion  under  the 
anterior  clinoid.  A TRH-stimulation  test  failed  to 
show  anv  increase  in  TSH.  Additional  studies 
showed  normal  levels  of  testosterone,  human 
growth  hormone,  luteinizing  hormone,  and  folli- 
cle-stimulating hormone.  The  patient  refused  to 
undergo  a recommended  transsphenoidal 
hypophysectomy. 

One  year  later,  after  having  sought  nutrition 
therapv,  he  returned  for  reevaluation  and  under- 
went surgerv  with  apparent  removal  of  the  entire 
tumor.  Electron  microscopy  confirmed  the  gross 
pathological  diagnosis  of  a pituitary  tumor.  The 
tissue  was  sparsely  granulated  and  revealed  a 
positive  immunoperoxidase  stain  for  TSH,  hu- 
man growth  hormone,  and  prolactin.  On  postop- 
erative testing,  his  gonadal  and  adrenal  axes  were 
normal,  although  the  human  growth  hormone 
and  prolactin  could  not  be  stimulated  by  hypo- 
glycemia or  by  an  injection  of  thyroid-releasing 
hormone  (TRH).  TRH  also  led  to  an  abnormal, 
flat  response  of  TSH  from  2.9  to  a peak  of  4.0|jlL7 
mL.  He  is  currently  on  thyroid  hormone  therapy. 
Case  Report  3:  The  third  patient  was  14  years  old 
when  a goiter  and  symptomatic  hyperthyroidism 
were  noted.  She  underwent  a subtotal  thyroidec- 
tomy, and  examination  of  the  tissue  revealed  dif- 
fuse hyperplasia.  One  year  later  she  displayed 
symptoms  of  hypothyroidism,  and  L-thyroxine 
was  prescribed.  The  patient  was  also  taking 
haloperidol,  amitriptyline,  and  benztropine 
mesylate  for  schizophrenia.  Although  she  denied 
the  presence  of  galactorrhea,  milk  could  be  ex- 
pressed from  both  breasts.  A CT  scan  revealed  a 
pituitary  tumor  in  the  left  inferior  region  of  the 
sella  with  no  destruction  of  the  floor. 

The  pituitary  function  was  evaluated  after  all 
medication  was  discontinued.  Morning  cortisols 
were  7.9  and  13.2^.g/dL  (normal  7.0  to  25.0|JLg/ 
dL).  After  500  g of  intravenous  TRH,  the  level  of 
TSH  remained  abnormally  high.  On  diluted 
specimens,  the  TSH  rose  from  a baseline  of 
322p.L7mL  to  746M-L7mL.  The  TSH  alpha  sub- 
units were  assayed  on  these  specimens  and  rose 
from  a baseline  of  11.1  ng/mL  to  19.5  ng  mL 
(normal  less  than  2.0  ng/mL)  (.\ssays  courtesy  of 
Doctor  B.  Weintraub,  National  Institutes  of 
Health).  During  this  test,  prolactin  levels  changed 


little  from  a baseline  of  1 10  ngmiL  (normal  6.0  to 
27.0  ng/mL).  An  insulin  tolerance  test  was  then 
performed,  inducing  a marginal  fall  in  blood  glu- 
cose from  94  to  64  mg  per  cent.  Human  growth 
hormone  measured  before  and  after  this  hypo- 
glycemia remained  unchanged,  thereby  display- 
ing an  abnormal  response. 

The  adrenal  corticotropic  hormone  (ACTH) 
decreased  from  a baseline  of  321  pg  mL  to  204 
pg  mL  with  a corresponding  fall  in  cortisol  from  a 
baseline  of  28.0  to  14.2|j.g/dL  after  two  hours. 
Dexamethasone  was  then  administered  to  see  if 
TSH  and  alpha  subunits  of  TSH  could  be  sup- 
pressed. After  administration  of  2 mg  every  six 
hours  for  two  days,  TSH  levels  were  drawn.  The 
assays  (courtesy  of  Doctor  Weintraub)  revealed  a 
decrease  in  total  TSH  from  213  to  133|JiU  mL 
and  in  the  alpha  subunits  from  7.8  to  5.4  ng  mL. 

Because  administration  of  L-thyroxine 
appeared  to  suppress  TSH  production,  the  pa- 
tient was  discharged  on  0.2  mg  day.  The  most 
recent  assay  of  the  TSH  level  showed  5.6(xU  dL. 
The  T4  was  16.5pg  dL,  and  the  T3  uptake  was  6.4 
per  cent.  She  remains  asymptomatic.  To  reassess 
the  size  of  the  tumor,  CT  scans  will  be  scheduled 
periodically. 


Discussion 

These  three  cases  demonstrate  some  of  the  char- 
acteristic features  of  patients  with  TSH-secreting 
pituitary  adenomas.  All  three  patients  had  ele- 
vated TSH  levels  in  spite  of  laboratory  evidence 
of  hyperthyroidism.  All  had  clearly  demon- 
strated pituitary  masses.  Of  our  three  patients, 
two  have  undergone  resection.  The  tissue 
obtained  in  these  cases  consisted  of  thyrotropic 
cells  with  high  concentrations  of  TSH. 

Smallridge  and  Smith  recently  reviewed  the 
thirty-three  reported  cases  of  hyperthyroidism 
attributed  to  TSH-secreting  tumors.^  Males  were 
affected  as  often  as  females.  The  ages  of  patients 
ranged  from  17  to  58  years  with  a mean  of  37 
years.  Most  of  the  reported  cases  displayed  a goi- 
ter and  symptoms  of  hyperthyroidism.  All  of  our 
patients  had  already  undergone  a thyroid  resec- 
tion. Only  one  of  otir  patients  had  visual  field 
defects,  an  inconsistent  finding  in  reported  cases. 
Clearly  demonstrable  masses  were  apparent  on 
CT  scanning. 

.-\fter  a TSH-secreting  adenoma  has  been  di- 
agnosed, two  additional  courses  must  be  pur- 
sued. One  is  functional  TSH  testing  to  delineate 
the  influences  on  fSH  secretion,  both  positive 
and  negative,  in  an  effort  to  define  therajjeutic 
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options.  A detailed  functional  study  of  the  other 
pituitary  hormones  also  is  necessary  to  determine 
the  functional  integrity  of  the  remainder  of  the 
gland  and  to  detect  any  other  secretory  deficien- 
cies or  excesses  secondary  to  the  pituitary  mass. 

TSH  is  a glycoprotein  composed  of  two  subun- 
its, alpha  and  beta.  Within  the  same  species,  all 
the  alpha  chains  of  TSH,  luteinizing  hormone, 
follicle-stimulating  hormone,  and  human  growth 
hormone  are  identical.  The  beta  subunits  differ 
within  a species  and  confer  both  immunologic 
and  biologic  specificity.  Normally,  alpha  subunits 
are  synthesized  in  excess  and  beta  subunit  pro- 
duction is  the  rate  limiting  step  in  production  of 
complete  hormone  complexes.  In  patients  with 
TSH-secreting  adenomas,  however,  the  alpha 
subunit  is  increased  in  comparison  to  total  TSH, 
as  demonstrated  in  one  of  our  patients. 

All  of  our  patients  were  stimulated  with  exoge- 
nous TRH.  Of  the  two  patients,  two  demon- 
strated an  appreciable  rise  in  the  TSH  level.  As 
indicated  by  Smallridge,  patients  with  TSH- 
secreting  adenomas  normally  do  not  respond  in 
such  a fashion.^ 

Other  pituitary  functions  were  carefully  tested 
in  these  patients.  Baseline  functions  revealed 
normal  values,  except  for  one  patient  with  an 
elevated  prolactin  level.  Of  the  33  patients  re- 
ported to  date,  six  revealed  elevated  prolactin 
and  TSH  levels,  while  six  others  had  elevated 
TSH  and  growth  hormone  levels. 

The  treatment  of  TSH-secreting  pituitary  ade- 
nomas is  pituitary  ablation  by  surgery,  radiation, 
or  both.  Most  patients  thus  far  described  have 
become  euthyroid,  and  TSH  levels  have  returned 
to  normal.  Others  became  hypothyroid,  while 
some  have  remained  hyperthyroid  with  elevated 
TSH  levels.  For  such  patients  several  medical 
therapies  have  been  initiated  with  varying  suc- 
cess. Most  of  these  trials  have  changed  the 
amount  of  TSH  secreted  by  a residual  tumor.  It 
remains  to  be  seen  whether  this  correlates  with  a 
halt  to  the  expansion  of  such  an  adenoma.  Smith 
noted  a slight  fall  in  TSH  and  alpha  subunits 
when  a course  of  60  mg  of  prednisone  was  ad- 
ministered daily  for  five  days.  Similar  results  have 
been  reported  by  Kourides  and  Lamberg  with 
other  glucocorticoids.^  ' One  of  our  patients 
demonstrated  such  a suppression  with  dexa- 
methasone.  Dopamine  was  initiated  by  Smith 
without  demonstrable  effect.®  While  somato- 
statin was  shown  to  decrease  significantly  TSH- 
secretion  in  two  patients,'’  ® other  authors  have 
reported  no  such  effect.®’  Kourides  adminis- 


tered T3  to  one  patient  with  no  results.  Mornex 
was  able  to  suppress  TSH-secretion  using 
triiodothyronine  in  a patient  who  also  displayed 
an  atypical  rise  in  TSH  when  given  TRH,  similar 
to  the  response  of  two  of  our  patients.**  Both  of 
these  patients  also  received  thyroxine  which  sup- 
pressed the  secretion  of  TSH,  at  least  temporari- 
ly. L-Dopa  was  shown  in  one  patient  to  suppress 
TSH  secretion.**^  Horn  was  able  to  demonstrate 
significant  suppression  of  TSH  and  prolactin 
levels  through  a trial  of  bromocriptine  in  a pa- 
tient with  an  adenoma  which  secreted  both 
hormones.*^  In  patients  with  prolactin-secreting 
adenomas,  bromocriptine  has  been  shown  both 
to  suppress  secretion  and  to  decrease  the  size  of 
the  adenoma  as  confirmed  by  CT  scanning.*^  In 
one  patient  with  inappropriate  TSH  secretion 
but  no  adenoma,  bromocriptine  has  been  re- 
ported to  reduce  TSH  levels.*'^  One  of  our  pa- 
tients was  given  a trial  of  bromocriptine,  with  only 
transient  effect. 

The  first  patient  reported  was  also  uncharac- 
teristic because  of  her  continued  clinical  de- 
terioration with  progressive  neurological  deficits. 
Although  the  length  of  follow-up  has  been  rel- 
atively short,  most  patients  with  TSH-secreting 
adenomas  have  a good  prognosis.  The  longest 
follow-up  reported  was  a patient  who  revealed  no 
evidence  of  recurrent  tumor  five  years  after  a 
transsphenoidal  hypophysectomy.  Since  most 
of  the  cases  of  TSH-secreting  adenomas  have 
been  reported  during  the  past  ten  years,  it  will  be 
necessary  to  perform  further  assessments. 

A TSH  assay  should  not  be  performed  routine- 
ly in  cases  of  hyperthyroidism,  since  inappropri- 
ate TSH  is  a rare  cause  of  the  dysfunction.  Such 
an  assay  should  only  be  obtained  in  patients  with 
hyperthyroidism  resistant  to  therapy,  or  in  those 
whose  history  or  physical  examination  suggests 
an  expanding  intracranial  mass.  Inability  to  sup- 
press TSH  secretion  with  exogenous  L-thyroxine 
in  the  hyperthyroid  patient  will  also  suggest  the 
diagnosis. 

With  only  33  cases  of  TSH-secreting  pituitary 
adenomas  reported  to  date,  it  seems  remarkable 
that  we  have  treated  three  patients  recently.  It  is 
likely  that  these  patients  represent  the  result  of 
heightened  awareness  of  the  disease  and  the 
wider  availability  of  the  TSH  assay.  We  expect  a 
further  increase  in  the  number  of  cases  reported. 
Physicians  should  be  aware  of  this  entity  and  its 
diagnostic  and  therapeutic  implications. 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules’^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor  Lilly)  is  indicated  in  the 
iieatment  of  the  followina  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  lesDiiatofv  infections  including  pneumonia  caused  by 
Streptococcus  prteumonise  tDipiococcus  pneumonieei.  Haemoph- 
ilus influemae  and  S pyogenes  (group  A beta-hemolytic 
streptococci  I 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  Known 
allergy  to  the  cephalosporin  gioup  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins)  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Closinpium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  It  is  severe,  oral  vancomycin  is  the  diug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supennfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  8 - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  tenets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 18. 0 20. 0 21 . and  0 1o  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  linown 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembianous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  raiely 

Hypersensitivity  leaclions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
rurilus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  oi  the  above  skin  manifestations  accompanied 
by  arthniis/arthralgia  and.  frequently,  fevei)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  seiious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  SO  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 m 100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Rena/  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  uiinalysis  (less  than  1 in  200) 

I061782R1 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
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Additional  information  avaiiahle  to 
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[j  Allan  M.  Deutsch,  MD 

Michael  J.  Ryvicker,  MD 
[ Sanford  L.  Schatz,  MD 

Department  of  Radiology 

The  Miriam  Hospital 
Providence,  Rhode  Island 


History 

An  86-year-old  man  presented  to  the  emergen- 
cy room  with  a complaint  of  the  sudden  onset 
of  abdominal  pain.  The  physical  examination 
showed  a distended  abdomen,  absent  bowel 
sounds,  blood  in  the  rectum,  and  a tempera- 
ture of  39°  C.  Supine  (Fig  1)  and  left  lateral 
decubitus  (Fig  2)  films  were  obtained. 


Fig  2 


For  discussion  turn  to  next  page. 
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Radiographic  Findings 

The  supine  view  of  the  abdomen  (Fig  1)  shows 
distended  loops  of  the  small  and  large  bowel.  In 
the  left  lower  quadrant,  a distended  loop  of  the 
sigmoid  is  evident.  On  both  sides  of  this  loop,  a 
dark  streak  can  be  identified  which  conforms  to 
the  wall  of  the  bowel.  On  the  decubitus  view,  fluid 
levels  are  demonstrated.  Moreover,  there  are 
dark  streaks  across  the  right  upper  quadrant 
which  conform  to  the  margins  of  the  liver.  These 
dark  streaks  are  created  by  a very  low-density 
material.  A comparison  to  the  density  of  air  in  the 
bowel  shows  these  streaks  to  be  due  to  gas. 

Diagnosis 

Mesenteric  infarction. 

Discussion 

Gas  in  the  liver  may  be  apparent  in  a localized 
abscess,  in  the  gall  bladder,  in  the  biliary  tree,  or 
in  the  portal  system.  If  found  in  an  abscess  or  in 
the  gall  bladder,  the  gas  should  be  more  localized 
to  a specific  area  and  should  be  more  rounded  in 
character  rather  than  linear  and  diffuse  as  in  this 
case. 

Linear  low  density  streaks  indicate  distribution 
of  gas  in  a ductal  system,  such  as  the  biliary  tree, 
or  in  the  portal  system.  Because  the  flow  of  the 
biliary  tree  is  from  peripheral  to  central,  gas  in 
this  system  will  be  pushed  to  the  hilus  and  appear 
in  a central  position  in  the  liver.  Since  the  flow  of 
the  portal  tree  is  from  central  to  peripheral,  gas 
appearing  in  this  system  will  be  pushed  to  the 
periphery  of  the  liver  as  seen  in  figure  2.  It  may 


be  concluded  that  these  gas  densities  are  in  the 
portal  system. 

Gas  appears  in  the  wall  of  the  bowel  in  two 
configurations.  When  seen  in  rounded  cyst-like 
collections,  the  gas  is  due  to  pneumatosis  cys- 
toides  intestinalis,  a benign  condition  usually 
caused  by  respiratory  disease  which  may  be 
associated  with  pneumoperitoneum  from  rup- 
ture of  the  cysts.  However,  the  identification  of 
gas  in  the  bowel  wall  in  linear  streaks,  as  in  figure 
1,  is  a grave  sign.  It  indicates  a breakdown  in  the 
mucosa  of  the  bowel  with  infection  of  the  wall  by 
gas-producing  organisms.  This  condition  is 
associated  with  necrotizing  enterocolitis  or  with 
mesenteric  infarction.  In  both  of  these  entities, 
the  gas  is  transported  to  the  liver  through  the 
portal  venous  system.  When  this  complex  of 
radiographic  signs  is  seen,  survival  is  unlikely. 

From  these  radiographic  findings,  the  diagno- 
sis could  be  either  necrotizing  enterocolitis  or 
mesenteric  infarction.  Necrotizing  enterocolitis  is 
seen  in  infancy  or  adulthood.  When  seen  in  an 
adult,  it  usually  is  caused  by  antibiotic  therapy 
and  the  patient  presents  with  diarrhea.  There  is 
no  history  of  antibiotics  or  diarrhea  in  this  case. 
The  age  of  the  patient  suggests  the  more  prob- 
able diagnosis  of  mesenteric  infarction,  second- 
ary to  atherosclerosis  or  embolic  disease. 
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Traffic  Fatalities  in  Rhode  Island:  Part 
The  Role  of  the  Motorcycle 


More  Data  Are  Needed  to  Evaluate  the  Impact  of  Alcohol  and  Helmets 


Kemi  Nakabayashi,  AB 
Sarah  C.  Aronson,  AB 
Michael  Siegel 
William  Q.  Stumer,  MD 
Stanley  M.  Aronson,  MD 


Although  two-wheeled  motorcycles  were  de- 
signed and  in  use  more  than  a decade  before 
automobiles,  until  recently  the  motorcycle  has 
not  been  a frequently  used  means  of  power- 
propelled  transportation.  Before  1960,  motorcy- 
cles represented  less  than  0.5  per  cent  of  all 
motor-vehicle  registrations  in  the  United  States. 
During  the  past  two  decades,  however,  motorcy- 
cle usage  has  increased  at  a rate  substantially 
greater  than  that  for  conventional  motor 
vehicles'  and  motorcycles  now  account  for  3.5 
per  cent  of  all  registered  vehicles  in  the  nation 
(Table  1). 

When  traffic  fatalities  are  weighted  in  terms  of 
deaths  per  1,000  registered  vehicles  per  year,  the 
mortality  rates  attributed  to  motorcycles  have 
consistently  exceeded  those  recorded  for  four- 
wheeled  motor  vehicles.'^’  ^ While  motorcycles 
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currently  represent  approximately  3.5  per  cent 
of  all  vehicle  registrations,  they  account  for  about 
10  per  cent  of  all  traffic  deaths  in  the  nation, 
representing  a greater  than  three-fold  relative 
risk  when  compared  with  four-wheeled  vehicles 
(Table  1).  In  Rhode  Island,  during  the  1977-1982 
interval,  12.7  per  cent  of  all  persons  killed  in 
traffic  accidents  were  motorcycle  drivers,  while 
an  additional  1.6  per  cent  were  motorcycle  pas- 
sengers. 

Source  of  Data  and  Methods 

As  with  the  earlier  papers  concerning  traffic 
fatalities  in  Rhode  Island,"'’  ^ the  information 
presented  in  this  analysis  is  derived  from  the  rec- 
ords of  the  Office  of  the  Medical  Examiner,  State 
of  Rhode  Island.  During  the  1977-1982  interval, 
97  motorcycle  drivers  and  12  motorcycle  passen- 
gers were  killed  on  Rhode  Island  roads  and  high- 
ways in  the  course  of  108  separate  accidents. 

The  following  information  was  extracted  for 
each  of  these  1 09  deaths:  sex,  age,  status  of  victim 
(motorcycle  driver  or  passenger);  time  of  acci- 
dent (month,  day,  hour);  weather  conditions  at 
time  of  accident;  marital  and  occupational  status 
of  victim;  nature  of  accident  (collision  with 
another  moving  vehicle,  collision  with  a fixed  ob- 
ject, or  overturn  without  prior  collision);  re- 
corded use  of  safety  helmet  at  time  of  accident; 
and  laboratory  evidence  of  alcohol,  psychoactive 
drug  usage,  or  both. 

Results 

The  yearly  distribution  of  the  109  motorcvcle 
fatalities  is  summarized  in  Fable  2.  Total  traffic 
fatalities  involving  both  motorcycles  and  motor 
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vehicles  during  the  period  under  consideration 
diminished  from  138  deaths  in  1977  to  113  in 
1982.  The  annual  number  of  motorcycle  fatali- 
ties, however,  remained  at  about  18  deaths  until 
1982,  when  the  incidence  rose  to  23,  representing 
20  per  cent  of  all  traffic  fatalities  in  the  state  that 
year.*  Within  the  comparable  five-year  interval, 
22,401  motorcycle  drivers  and  passengers  were 
killed  in  the  United  States  (Table  2).  A slight 
increase  in  the  fraction  of  traffic  fatalities  caused 
by  motorcycle  accidents  is  also  apparent  in  the 
national  data,^  thus  paralleling  the  observations 
in  Rhode  Island. 

Ninety-six  of  the  97  fatally  injured  motorcycle 
drivers  were  male.  All  were  white,  except  for  one 
black  male  driver.  Of  the  motorcycle  passengers 
killed,  7 were  female  and  5 male.  Only  6 of  these 
97  motorcycle  drivers  were  35  years  of  age  or 
older  (Table  3),  and  their  average  age  was  22.4 
years.  All  of  the  fatally  injured  motorcycle  pas- 
sengers were  younger  than  34  years  with  an  aver- 
age age  of  20.2  years.  Moreover,  these  motorcycle 
driver  fatalities  accounted  for  about  32  per  cent 
of  all  motor  vehicle  and  motorcycle  driver  deaths 
below  the  age  of  24  years.  In  contrast,  motorcycle 


accidents  were  responsible  for  a very  small  frac- 
tion (2.8  per  cent)  of  traffic  fatalities  involving 
drivers  older  than  35  years  of  age. 

Table  4 relates  the  Rhode  Island  motorcycle 
driver  fatalities  to  the  month  of  accident.  Most  of 
these  accidents  occur  during  the  summer.  In- 
deed, during  this  six-year  study  interval,  no  fatal 
motorcycle  accidents  were  recorded  during  De- 
cember, January,  or  February.  Table  4 also 
summarizes  the  national  pattern  of  motorcycle 
fatalities  for  the  year  1981.'^  While  some  deaths 
are  listed  for  the  winter  months,  the  national  data 
also  demonstrate  a significant  increase  in 
motorcycle  fatalities  during  the  summer  months. 

The  nature  of  the  fatal  impact  is  also  analyzed 
in  Table  4.  It  should  be  noted  that  44.3  per  cent  of 
Rhode  Island  motorcycle  fatalities  are  caused  by  a 
collision  with  another  moving  vehicle  (in  com- 
parison to  a national  rate  of  56.9  per  cent);  43.3 
per  cent  by  a collision  with  a fixed  object  such  as  a 
tree,  guardrail,  or  wall  (national  rate  = 29.0  per 
cent)  and  7.2  per  cent  by  overturning  of  the 
motorcycle  without  preceding  collision  (national 
rate  = 11.6  per  cent).  In  5.2  per  cent  of  these 
fatalities,  the  dynamics  of  the  fatal  impact  were 


Table  1.  — Motor  Vehicle  and  Motorcycle  Fatalities  in  the  US  (1960-1980) 


1960 

1965 

1970 

1975 

1980 

Registrations  ( X 1,000,000): 

All  vehicles 

74.47 

91.78 

111.22 

137.86 

164.82 

Motorcycles 

0.57 

1.38 

2.82 

4.96 

5.82 

Percent  of  motorcycles 

0.8 

1.5 

2.5 

3.6 

3.5 

Traffic  deaths  (x  1,000) 

All 

36.4 

47.1 

52.6 

44.5 

51.1 

Motorcyclists 

0.8 

1.7 

2.3 

3.2 

5.1 

Percentage  of  motorcyclists 

2.2 

3.6 

4.4 

7.2 

10.0 

Traffic  deaths  per  10,000  registered  vehicles: 

Four-wheeled  vehicles 

0.38 

0.41 

0.37 

0.25 

0.23 

Motorcycles 

1.40 

1.23 

0.82 

0.65 

0.88 

Relative  risk 

3.7 

3.0 

2.2 

2.6 

3.8 

Table  2.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982):  Victim  Status  and  Year 


Victim  Status 

1977 

1978 

1979 

1980 

1981 

1982 

Total 

Rhode  Island: 

Motorcycle  driver 

17 

15 

12 

16 

17 

20 

97 

Motorcycle  passenger 

1 

3 

2 

2 

1 

3 

12 

Total  motorcycle  fatalities* 

18 

18 

14 

18 

18 

23 

109 

Total  traffic  fatalities 

138 

125 

136 

131 

123 

113 

766 

Percentage  of  motorcycle  fatalities 

13.0% 

14.4% 

10.3% 

13.7% 

14.6% 

20.4% 

14.2% 

United  States: 

Total  motorcycle  fatalities* 

3,938 

4,359 

4,583 

4,879 

4,642 

NA 

22,401 1 

Total  traffic  fatalities 

47,878 

50,331 

51,093 

51,091 

49,268 

NA 

249,661 1 

Percentage  of  motorcycle  fatalities 

8.2% 

8.7% 

9.0% 

9.5% 

9.4% 

NA 

9.0% 

* Driver  and  passenger, 
t Totals  for  1977-1981  only. 
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Table  3.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982):  Victim  Status  and  Age 


Age  (in  years) 


0-14 

15-24 

25-34 

35-44 

45  + 

Total 

Victim  Status  (Rhode  Island): 

Motor  cycle  driver,  male 

2 

56 

32 

3 

3 

96 

Motorcycle  passenger,  male 

0 

4 

1 

0 

0 

5 

Motorcycle  driver,  female 

0 

0 

0 

1 

0 

1 

Motorcycle  passenger,  female 

0 

6 

1 

0 

0 

7 

Total  motorcycle  fatalities 

2 

66 

34 

4 

3 

109 

Total  traffic  fatalities 

61 

296 

157 

59 

193 

766 

Percentage  of  motorcycle  fatalities 

3.3% 

22.3% 

21 .7% 

6.8% 

1 .6% 

14.2% 

Motorcycle  driver  fatalities 
(percentage  by  age)  (1977-1982): 

Rhode  Island 

2.1% 

57.7% 

33.0% 

4.1% 

3.1% 

100% 

US 

2.6% 

52.1% 

30.8% 

8.7% 

5.8% 

100% 

not  apparent  to  the  investigators  (national  rate  = 
2.4  per  cent).  In  Rhode  Island,  the  fatal  motorcy- 
cle accidents  occurring  in  the  summer  months  are 
more  commonly  associated  with  fixed  object  im- 
pact, while  spring  and  autumn  motorcycle  driver 
deaths  result  more  frequently  from  collision  with 
another  moving  vehicle. 

Table  5 analyzes  these  97  motorcycle  driver 
fatalities  in  terms  of  the  day  of  the  week.  More 
accidents  are  recorded  on  Saturdays  and  Sundays 
than  on  midweek  days.  Furthermore,  a greater 
percentage  of  the  fatal  weekend  accidents  takes 
place  at  night  than  is  the  case  with  the  weekday 
accidents.  The  frequency  of  detectable  alcohol  is 
also  higher  in  the  weekend  motorcycle  driver 
fatalities.  Of  the  weekend  fatalities  listed  in  Table 
5,  63  per  cent  show  detectable  blood  alcohol  con- 
centrations, and  over  one-third  yield  concentra- 
tions higher  than  0. 16  per  cent.  In  contrast,  fewer 
than  one-third  of  the  midweek  fatalities  are 
associated  with  any  detectable  blood  alcohol. 

Motorcycle  driver  fatalities  in  terms  of  hour  of 
day,  nature  of  impact  and  blood  alcohol  concen- 
trations are  summarized  further  in  Table  6. 
About  60  per  cent  of  these  fatal  accidents  occur 
between  the  hours  of  6 pm  and  6 am.  Most 
motorcycle  accidents  during  the  daylight  hours 
are  customarily  the  result  of  collision  with 
another  moving  vehicle.  After  sundown,  collision 


* The  formal  inquiry  pursued  by  this  series  of  papers  is  confined  to 
the  years  1977-1982.  Because  of  the  increasing  role  of  the  motorcy- 
cle in  Rhode  Island  traffic  fatalities,  however,  the  authors  also 
investigated  the  recently  collected  data  for  1983.  There  were  22 
motorcycle  fatalities  ( 1 7 drivers,  five  passengers),  representing  20.4 
per  cent  of  the  108  traffic  deaths  listed  during  1983.  It  should  be 
noted  that  this  is  the  .same  proportion  as  that  seen  in  1982  (Table  2). 
The  17  fatally  injured  motorcycle  drivers  were  all  male.  Half  of 
them  were  intoxicated  at  the  time  of  fatal  impact  and  approximately 
75  per  cent  were  not  wearing  helmets.  The  generalizations  of  fered 
for  the  years  1977-1982  seem  applicable  to  the  1983  experience. 


with  fixed  objects  such  as  highway  guardrails  are 
more  commonly  the  basis  of  the  fatal  event. 

The  extent  to  which  detectable  blood  alcohol  is 
associated  with  motorcycle  fatalities  varies  widely 
according  to  the  hour  of  the  accident.  None  of  the 
ten  motorcycle  drivers  who  were  killed  between  6 
am  and  noon  had  any  detectable  blood  alcohol.  In 
the  accidents  between  noon  and  6 pm,  25  per  cent 
of  the  victims  showed  detectable  blood  alcohol 
concentrations.  Of  the  accidents  occurring  be- 
tween 6 pm  and  midnight,  this  frequency  rose  to 
58. 1 per  cent,  and,  in  accidents  between  midnight 
and  6 am,  70  per  cent  of  the  fatally  injured 
motorcycle  drivers  had  detectable  blood  alcohol 
levels. 

Table  7 summarizes  information  concerning 
whether  a protective  helmet  was  worn  by  the 
motorcycle  driver  at  the  time  of  the  fatal  accident. 
In  the  57  motorcycle  driver  fatalities  where  in- 
formation concerning  helmet  use  was  available, 
there  does  not  appear  to  be  any  significant  cor- 
relation between  driver  age  and  the  wearing  of  a 
protective  helmet.  Although  there  was  an  overall 
25.6  per  cent  helmet-usage  among  the  97  fatally 
injured  drivers,  this  rate  is  not  randomly  distrib- 
uted. During  the  daylight  hours,  more  than  50 
per  cent  of  fatally  injured  motorcycle  drivers 
were  shown  to  be  wearing  protective  helmets  at 
the  time  of  fatal  impact.  From  6 pm  until  mid- 
night, this  rate  diminished  to  29.6  per  cent  and 
between  midnight  and  6 am,  only  23. 1 per  cent  of 
these  fatally  injured  drivers  were  wearing  hel- 
mets. 

Police  records  indicate  that  seven  of  the  97 
motorcycle  driver  fatalities  were  the  result  of 
vehicle  overturn  prior  to  collision.  Information 
concerning  these  accidents  is  analyzed  f urther  in 
Fable  8.  All  of  the  drivers  were  white  males  with 
an  average  age  of  26.4  years.  Except  for  one 
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married  driver,  the  victims  were  either  single  or 
divorced.  Four  of  the  seven  accidents  took  place 
either  on  Saturday  or  Sunday  and  most  during 
the  late  spring  or  summer  months.  Four  of  the 
seven  accidents  occurred  during  daylight  hours. 
Blood  alcohol  concentrations  also  were  per- 
formed in  four  of  the  seven  drivers  involved  in 
these  overturn  fatalities.  Although  a lengthy  hos- 
pital stay  precluded  alcohol  analysis  in  three  of 
the  fatalities,  detectable  alcohol  was  recorded  in 
the  remaining  four  cases.  Only  one  of  the  victims 
wore  a helmet  at  the  time  of  the  fatal  impact. 

Information  concerning  weather  conditions,  as 
determined  by  the  amount  of  precipitation  and 
degree  of  visibility,  was  analyzed.  In  none  of  these 
seven  instances  of  overturn  was  there  any  pre- 
cipitation during  or  immediately  before  the  acci- 
dent. Indeed,  visibility  was  described  as  unim- 
paired or  excellent  in  six  of  the  accidents.  During 
the  seventh,  a light  fog  was  described  (Table  8, 
Case  2). 

Local  weather  conditions  were  studied  for  the 
dates  and  hours  of  the  accidents  resulting  in  the 
97  motorcycle  driver  fatalities.  There  was  no  re- 


corded precipitation  at  the  time  of  93.9  per  cent 
of  the  accidents,  light  rain  was  noted  in  3.7  per 
cent,  and  moderate  rain  in  2.4  per  cent.  The  US 
Weather  Bureau  reported  excellent  visibility  at 
the  time  of  86.6  per  cent  of  the  accidents,  light 
haze  in  2.4  per  cent,  and  light  fog  in  1 1 per  cent. 

Table  9 summarizes  data  on  the  12  motorcycle 
passengers  who  were  fatally  injured.  Their  aver- 
age age  was  20.9  years.  Ten  were  unmarried,  and 
almost  all  of  the  accidents  took  place  over  the 
weekend.  Most  of  these  accidents  involved  colli- 
sion with  other  moving  vehicles,  and  in  only  one 
instance  (case  4)  was  the  driver  also  killed. 

In  Rhode  Island,  10.8  per  cent  of  all  men  be- 
tween the  ages  of  15  and  24  years  are  presently 
married.*’  Among  the  fatally  injured  motorcycle 
drivers  in  the  same  age  range,  only  3.7  per  cent 
were  married.  In  Rhode  Island  males  between 
25-44  years  of  age,  73.0  per  cent  are  currently 
married.  Among  the  fatally  injured  motorcycle 
drivers  in  this  age  group,  51.4  per  cent  were 
married. 

The  listed  occupations  of  the  97  fatally  injured 
motorcycle  drivers  are  as  follows:  blue-collar 


Table  4.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982): 

Month  of  Year 

Month  of  year 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Total 

Rhode  Island 

Motorcycle  fatalities 

0 

0 

3 

8 

12 

18 

15 

20 

11 

9 

1 

0 

97 

Observed  expected* 

0 

0 

0.4 

1.0 

1.5 

2.2 

1.9 

2.5 

1.4 

1.1 

0.1 

0 

United  States 

Motorcycle  fatalities 

132 

183 

274 

444 

548 

663 

701 

726 

504 

343 

231 

125 

4,874 

Observed:  expected* 

0.3 

0.5 

0.7 

1.1 

1.3 

1.6 

1.7 

1.8 

1.2 

0.8 

0.6 

0.3 

Nature  of  Fatal  Impact 
(Rhode  Island); 

Moving  vehicle 

0 

0 

2 

4 

6 

9 

4 

5 

5 

7 

1 

0 

43  (44.3%) 

Fixed  object 

0 

0 

0 

3 

4 

7 

8 

12 

6 

2 

0 

0 

42  (43.3%) 

Overturned 

0 

0 

0 

1 

2 

1 

1 

2 

0 

0 

0 

0 

7(  7.2%) 

Other/Unknown 

0 

0 

1 

0 

0 

1 

2 

1 

0 

0 

0 

0 

5(  5.2%) 

Total 

0 

0 

3 

8 

12 

18 

15 

20 

11 

9 

1 

0 

97(100%) 

* An  observed  number  divided  by  an  expected  number.  The  expected  number  is  determined  by  assuming  a random  distribution  of  fatalities.  Thus, 
for  example,  the  97  fatalities  if  randomly  distributed  indicates  8.1  expected  fatalities  per  month.  The  0/E  ratio  for  March  then  equals  4/8.1  = 0.5. 


Table  5.  — Motorcycle  fatalities  in  Rhode  Island  (1977-1982):  Day  of  Week 


Sun 

Mon 

Tues 

Wed 

Thurs 

Fri 

Sat 

Total 

Motorcycle  driver  fatalities 

22 

16 

11 

10 

11 

11 

16 

97 

Observed/expected* 
Hours  of  fatal  accident 

1.6 

1.2 

0.8 

0.7 

0.8 

0.8 

1.2 

0600-1159 

1 

2 

1 

0 

0 

3 

3 

10 

1200-1759 

6 

5 

4 

4 

4 

2 

4 

29 

1800-2359 

10 

3 

5 

5 

5 

3 

3 

34 

2400-0559 

5 

6 

1 

1 

2 

3 

6 

24 

Total 

22 

16 

11 

10 

11 

11 

16 

97 

Percentage  of  positive  blood  alcoholf 

72 

55.5 

41.7 

45.5 

15.4 

54.5 

50 

Percentage  of  blood  alcohol  > 0.1 6gm  per  cent 
* See  footnote,  table  4. 

36 

22.2 

0 

9.1 

7.7 

36.4 

33.3 

t Based  only  on  cases  where  blood  alcohol  was  determined. 
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Table  6.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982);  Hour  of  Day 


Hour: 

2400-0559 

0600-1159 

1200-1759 

1800-2359 

Total 

Mototcycle  driver  fatalities 
Nature  of  impact: 

24 

10 

29 

34 

97 

Other  moving  vehicle 

6 

5 

13 

19 

43 

Fixed  object 

15 

4 

10 

13 

42 

Overturned 

2 

1 

3 

1 

7 

Unknown 

1 

0 

3 

1 

5 

Percentage  of  positive  blood  alcohol* 

70 

0 

25 

58.1 

Percentage  of  blood  alcohol  > 0.1 6gm  per  cent 

40 

0 

25 

19.4 

* Based  only  on  cases  where  blood  alcohol  was  determined. 


work,  34;  managerial,  2;  mercantile,  4;  profes- 
sional, 3;  unemployed,  11;  student,  16;  and  un- 
known or  unstated,  27. 

Discussion 

The  motorcycle  represents  a greater  hazard  to 
both  drivers  and  passengers  than  does  the  con- 
ventional four-wheeled  vehicle.  In  1981,  for  ex- 
ample, 64.6  per  cent  of  all  motorcycle  accidents 
reported  to  the  Rhode  Island  police  resulted  in 
personal  injury,  and  6.9  per  cent  of  these  injuries 
were  fatal.'  Nationally,  10.4  per  cent  of  auto- 
mobile accidents  cause  reportable  personal  injury 
and  in  2.8  per  cent  of  these  events,  the  injury  is 
fatal.  The  probability  of  injury  and  the  likelihood 
of  lethal  outcome  among  the  injured  victims  are 
substantially  greater  for  the  users  of  motorcycles 
when  compared  with  those  who  use  conventional 
automobiles. 

In  its  1980  report  on  fatal  accidents,  the 
National  Highway  Traffic  Safety  Administration 
characterizes  the  typical  motorcycle  fatality 
scenario:*^ 

In  urban  areas,  the  accident  occurs  on  a local  street  or  pos- 
sibly on  a traffic  way  whose  class  is  other  than  state  route.  The 
speed  limit  is  between  30  and  45  mph.  In  rural  areas,  the  speed 
limit  tends  to  be  55  mph  on  other  state  routes  or  county  roads. 
The  time  is  between  4 pm  and  4 am,  usually  on  a Friday, 
Saturday  or  Sunday.  A 16-35  year  old  male  cyclist  (usually  16-25 
years  old)  is  riding  on  this  roadway.  When  it  is  known  whether 
or  not  he  is  wearing  a helmet,  he  usually  is  not. 

When  his  accident  occurs,  it  is  not  simply  a matter  of  his 
falling  from  the  bike  or  overturning  — rather,  there  is  a colli- 
sion with  another  motor  vehicle  in  transport.  The  danger  does 
not  come  from  a blind  side  or  from  behind,  but  is  in  front  of  the 
cyclist.  Either  the  cyclist  failed  to  recognize  the  hazard  or  some- 
one failed  to  see  the  cyclist. 

It  doesn't  appear  to  have  been  the  weather.  .About  95  per  cent 
of  motorcycle  accidents  take  place  under  normal  atmospheric 
conditions.  Almost  as  many  take  [dace  during  daylight  condi- 
tions as  during  dark  or  dark  but  lighted  conditions. 

While  the  circumstances  leading  to  the  97 
motorcycle  driver  fatalities  on  Rhode  Island 
roads  and  highways  cannot  be  reduced  to  a single 


etiologic  profile,  there  is  some  merit  in  emphasiz- 
ing those  features  which  appear  consistently  in 
these  deaths.  In  the  overwhelming  majority  of 
accidents,  for  example,  the  fatally  injured  Rhode 
Island  motorcycle  driver  is  a white  male,  younger 
than  23  years  of  age,  unmarried,  and  more  often 
than  not  a blue-collar  worker  (48.6  per  cent)  or  is 
unemployed  (15.7  per  cent).  The  fatal  event 
occurs  more  commonly  in  the  summer,  especially 
in  August,  and  during  weekends.  While  more 
fatal  accidents  occur  after  sunset,  they  are  almost 
as  frequently  encountered  during  daylight 
hours.  Rain  or  impaired  visibility  does  not  seem 
to  be  associated  with  these  accidents.  The  nature 
of  the  impact  in  almost  90  per  cent  of  instances  is 
a collision  with  another  moving  vehicle  or  a fixed 
object  such  as  a guardrail  or  a tree.  In  approx- 
imately 7 per  cent  of  fatalities,  the  motorcycle 
overturns  prior  to  collision,  and  in  such  instances 
high  levels  of  blood  alcohol  and  an  absence  of 
protective  helmets  are  generally  noted.  Detect- 
able concentrations  of  blood  alcohol  are  de- 
scribed in  more  than  half  of  all  fatally  injured 
drivers,  and  measurable  blood  alcohol  is  most 
commonly  correlated  with  accidents  occurring 
between  midnight  and  6 am  and  least  commonly 
with  accidents  between  sunrise  and  noon. 

When  these  data  are  analyzed  in  terms  of  the 
separate  variables,  a problem  of  interpretation 
emerges.  It  appears  that  those  factors  generally 
held  responsible  for  increasing  the  risk  of 
motorcycle  driver  fatalities  (eg,  alcohol,  or 
psychoactive  drug  use,  or  both;  absence  of  pro- 
tective helmet;  and  recreational  use  of  the  vehi- 
cle) are  indeed  nonrandomly  associated  with  the 
night-time,  weekend  fatalities.  In  fatal  accidents 
which  occur  during  the  weekday  mornings,  the 
drivers  appear  to  be  more  prudent,  at  least  as 
judged  by  their  avoiding  alcohol  or  j)sychoactive 
drugs  and  wearing  helmets.  A\  first  glance,  this 
latter  group  has  fewer  safety  encumbrances  and 
would  seem  to  be  the  poorer  drivers.  We  cannot 
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Table  7.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982):  Wearing  Protective  Helmet  by  Driver  at  Time  of 
Fatal  Accident* 


Hour  of  day 

2400-0559 

0600-1159 

1200-1759 

1800-2359 

Percentage 
Wearing  helmet 

Years  of  age 
1 5-24  (yes) 

2 

2 

4 

6 

15-24  (no) 

4 

1 

5 

9 

42.4 

24-34  (yes) 

1 

2 

0 

1 

24-34  (no) 

6 

0 

0 

10 

20.0 

35  and  over (yes) 

0 

1 

1 

1 

35  and  over  (no) 

0 

1 

0 

0 

75.0 

Total  percentage  wearing  helmet 

23.1 

71.4 

50.0 

29.6 

* Records  of  whether  the  motorcycle  driver  was  or  was  not  wearing  a protective  helmet  at  the  time  of  the  fatal  accident  were 

found  in  57  of  the  97 

motorcycle  driver  fatalities. 

Table  8.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982):  Instances  of  Vehicle  Overturn  with  Driver  Fatality 


Time  of  Accident 


Number 

Age  and  Sex 

Marital 

Status 

Month 

1 

23  male 

single 

5 

2 

33  male 

married 

7 

3 

19  male 

single 

4 

4 

33  male 

single 

6 

5 

34  male 

divorced 

8 

6 

23  male 

single 

8 

7 

20  male 

divorced 

5 

* Hour  indicated  with  24  hour  clock 

t Weather  condition  defined  in  terms  of  precipitation/visibility. 

t Lengthy  hospital  stay  precluded  blood  alcohol  analysis 

Weather 

Blood  Alcohol 

Helmet 

Day 

Hour* 

Conditiont 

(gm  per  cent) 

Worn 

Sat 

1656 

none/good 

not  donet 

no 

Sat 

0830 

none/light  fog 

not  done 

no 

Thurs 

1749 

none/good 

not  done 

yes 

Sun 

2207 

none/good 

0.36 

no 

Fri 

0056 

none/good 

0.26 

no 

Tues 

1438 

none/good 

0.03 

no 

Sun 

0025 

none/good 

0.06 

no 

Table  9.  — Motorcycle  Fatalities  in  Rhode  Island  (1977-1982):  Fatally  Injured  Passengers 


Marital 

Blood  Alcohol 

Number 

Age  and  Sex 

Status 

gm  per  cent 

Day 

Hour 

Helmet 

Comment 

1 

29  Female 

single 

0 

Sun 

2144 

- 

Passenger  fell  off 

2 

20  Female 

single 

0.18 

Sat 

1743 

-h 

Motorcycle/moving  vehicle 

3 

18  Female 

single 

9 

Sat 

0130 

- 

Motorcycle/moving  vehicle 

4 

15  Female 

single 

0.15 

Sun 

1829 

+ 

Motorcycle/moving  vehicle; 
Driver  also  killed 

5 

20  Male 

single 

0.11 

Tues 

0129 

-L 

Motorcycle/fixed  object 

6 

21  Male 

single 

0 

Fri 

1800 

? 

Motorcycle/moving  vehicle 

7 

20  Female 

single 

0.12 

Sat 

2400 

? 

? 

8 

19  Male 

single 

0.09 

Mon 

0100 

? 

Motorcycle/fixed  object 

9 

29  Male 

widowed 

0.11 

Mon 

0100 

9 

Motorcycle/moving  vehicle 

10 

18  Female 

single 

0 

Sun 

1300 

- 

Motorcycle/moving  vehicle 

11 

18  Female 

single 

0.10 

Tues 

0034 

- 

Motorcycle/moving  vehicle 

12 

24  Male 

married 

0.13 

Sun 

0102 

— 

Motorcycle/moving  vehicle 
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reach  any  conclusions,  however,  until  we  are  pro- 
vided with  information  concerning  the  entire 
motorcycle  driver  population  at  risk.  How  many 
motorcycles,  for  example,  are  actively  used  dur- 
ing each  weekday  or  weekend  hour  of  the  day 
and  night?  What  percentage  of  motorcycle  driv- 
ers, either  accident-free  or  involved  in  nonfatal 
accidents,  has  detectable  blood  alcohol  or 
psychoactive  drug  levels?  What  percentage  of 
motorcycle  drivers  who  are  accident-free  or  in- 
volved in  nonfatal  accidents  wears  protective  hel- 
mets? What  percentage  of  motorcycle  drivers  not 
involved  in  fatal  accidents  is  married,  employed 
as  blue  collar  workers  or  students,  or  is  unem- 
ployed? Until  appropriate  denominators  are 
established  for  the  numerator  data  summarized 
in  this  paper,  traffic  fatality  information  ex- 
pressed as  rates  cannot  be  generated. 

There  is  little  debate  that  the  typical  fatally 


injured  motorcycle  driver  conforms  to  a certain 
anecdotal  stereotype.  Until  further  information 
is  available  concerning  the  entire  motorcycle 
driver  population,  we  cannot  conclude  that  these 
specified  risk  factors  represent  anything  more 
than  the  demographic  characteristics  of  the  en- 
tire motorcycle  driver  population. 
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The  ban  on  using  the  pesticide  ethylene  dibro- 
mide (EDB)  to  fumigate  grain  should  be  lifted, 
and  the  proposed  ban  of  its  use  on  fruit  post- 
poned, until  and  unless  a suitable  replacement  is 
found,  according  to  a recent  report  from  the 
American  Council  on  Science  and  Health 
(ACSH).  The  independent,  non-profit  organiza- 
tion contends  that  while  the  potential  health  man- 
ifestations of  EDB  are  “purely  hypothetical,”  its 
benefits  in  protecting  supplies  of  grain  and  fruit 
from  insect  contamination  and  destruction  are 
demonstrable  and  significant. 

According  to  the  ACSH  report  Ethylene  Dibro- 
mide, a person  would  have  to  eat  at  least  “250,000 
times  as  much  food  as  normally  consumed”  to 
equal  the  cancer-causing  dose  of  EDB  given  to 
laboratory  animals.  Studies  have  found  that 
workers  heavily  exposed  to  EDB  do  not  experi- 
ence higher  cancer  rates  than  does  the  general 
public.  Moreover,  the  EDB  ban  poses  greater 
dangers  for  these  workers  as  two  of  the  three 
alternative  fumigants  are  known  carcinogens  and 
the  third  is  highly  flammable.  Other  safer 
alternatives,  such  as  cold  treatment  of  fruit  and 
gamma-irradiation,  currently  cannot  be  used  be- 
cause of  inadequate  facilities  and  the  pending 
government  approval  of  the  irradiation  process 
which  is  expected  later  this  year. 

• • • 

A continuing  medical  education  program  de- 
veloped by  CME,  Inc  and  the  University  of 
Washington  School  of  Medicine  is  now  available 
for  physicians  who  have  access  to  a personal  com- 
puter. The  initial  curriculum  includes  12  clinical 
simulation  cases  covering  general  medicine, 
pediatrics,  obstetrics,  and  gynecology.  Two  hours 
of  Category  1 credit  toward  the  Physician’s  Rec- 
ognition Award  have  been  authorized  for  each 
case.  Additional  information  is  available  from 
CME,  Inc,  PO  Box  85655,  Seattle,  Washington 
98145. 

• • • 

Data  released  by  the  American  Medical  Associa- 
tion reveal  that  women  represent  a growing 
proportion  of  the  medical  profession.  From  1970 
to  1981,  the  percentage  of  female  physicians  in- 
creased from  7.7  per  cent  to  12.2  per  cent. 
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Career  choice  differences  between  female  and 
male  physicians  are  apparent  in  the  type  of  spe- 
cialty, the  type  of  practice,  and  the  hours  worked 
each  week.  The  average  number  of  patient  visits 
per  week  and  both  annual  and  hourly  income 
rates  also  differ  for  male  and  female  physicians, 
according  to  the  1982  statistics.  While  female 
physicians  constituted  12.2  per  cent  of  all  doctors 
in  1982,  they  comprised  smaller  percentages  of 
general  and  family  practitioners  (8.9  per  cent) 
and  surgeons  (5.6  per  cent),  but  larger  percent- 
ages of  medical  and  other  specialists  (15.4  per 
cent  and  15.1  per  cent  respectively).  Female 
physicians  were  more  likely  to  be  salaried  than 
men.  The  proportion  of  self-employed  female 
physicians  was  26.4  per  cent  smaller  than  that  of 
male  physicians.  One  factor  causing  this  differ- 
ence may  be  the  relatively  larger  proportion  of 
young  women  in  medicine  as  physicians  40  years 
of  age  or  younger  are  less  likely  to  be  self- 
employed.  Female  doctors  averaged  7.9  fewer 
hours  in  practice  each  week  and  saw  18.5  per  cent 
fewer  patients.  Although  these  differences 
generally  are  not  attributable  to  age  and  specialty 
distribution,  the  hours  worked  by  men  and 
women  surgeons  were  nearly  the  same. 

Female  physicians,  on  the  average,  earn  less 
from  medical  practice.  Although  part  of  the  in- 
come differential  may  be  traced  to  the  hours 
practiced,  specialty,  and  the  form  of  practice, 
women  physicians  earned  75.6  per  cent  of  the 
men’s  hourly  average  income.  The  comparable 
figure  for  the  entire  labor  force  is  59.1  per  cent. 

• • • 

According  to  a report  in  the  May  1 984  issue  of  the 
Archives  of  General  Psychiatry,  the  aggressive  class- 
room activities  of  hyperactive  children  can  be 
modified  by  behavior  therapy.  Many  of  the  other 
deficits  associated  with  hyperactivity,  however, 
remain  untouched  by  treatment.  Researchers 
from  the  Columbia  University  Caillege  of  Physi- 
cians and  Surgeons  evaluated  the  beha\  ior  of  28 
identified  hyperactive  children  during  an  eight- 
week  period.  \'oungsters  were  randomly 
assigned  to  three  groups,  the  first  receiving 
methylphenidate,  the  second  methylphenidate 
and  behavior  therapy,  and  the  third  behavior 
therapy  with  a [ilacebo.  Parents  and  teachers 
were  instructed  on  methods  of  behavior  mod- 
ification, and  each  hyperactive  child  was  paired 
with  a same-sex  classmate  as  a control. 

Before  treatment,  the  hyjieractive  children 
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ified, licensed  professionals  within  a community  atmos- 
phere. 

Therapy  Services  are  provided  in  the  following  areas: 

Orthopedics  Pediatrics 

Neurological  Obstetric 

Pulmonary  Sports  Medicine 

Our  concept  of  rehabilitation  is  patient  centered  with  the 
patient’s  physician  as  medical  director.  We  meet  the 
goals  of  the  physician  and  patient  in  the  most  efficient 
manner  utilizing  the  most  modern  equipment  available. 

Medicare,  Blue  Cross,  Workers  Compensation  Insur- 
ance accepted. 

For  more  information,  contact  Stanley  F.  Pora,  M.Ed., 
PT. 

482  A BROADWAY  • PAWUCKET,  Rl  02860 
401-725-4787 


HOME  NURSING  CARE 


Private  Duty  Nursing 


* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 


When  Home  Care  Is  Needed 

Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401)  461-5230 

Available  7 days  a week 
24  hours  a day. 
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Professional  INSTALLMENT  LOANS 

M 5,000 
^90,000 

Decision  in  24  to  48  Hours! 

Same-Day  Answer  to  Applications 
Received  By  Express  Mail 

• Deal  Directly  With  Lender 

• Deferred  Payment  Plans 

• No  Prepayment  Penalty 

• No  Restriction  on  Use  of  Funds  For: 
Investments,  Payment  of  Taxes,  Debt  Consolidation, 

Tax  Shelters,  Pension  Plan  Contributions 

Ask  for  Thomas  Todd 

CALL  TOLL  FREE: 

800-423-5025 

Serving  The  Medical  Profession  Since  1966 

WOODSIDE  CAPITAL  CORP. 

National  Headquarters 
Woodside  Capital  Building 

21 424  Ventura  Boulevard,  Woodland  Hills, California  91 364 


OFFICE  SPACE 
AVAILABLE 


Ideal  East  Side  Location 


900  square  feet 
Parking  available 


For  additional  information,  call  or  write: 

Thomas  Bliss,  MD 
1 24  Waterman  Street 
Providence,  Rhode  Island  02906 
401/831-4110 


demonstrated  significantly  more  problem  be- 
havior than  their  normal  peers,  manifesting  such 
signs  as  excessive  physical  activity,  distractibility, 
and  lack  of  cooperation  and  task  involvement. 
The  average  pretreatment  aggression  score  of 
one  group  of  seven  hyperactive  children  was 
1.74,  compared  with  a score  of  0.19  for  the  con- 
trol cohort.  After  eight  weeks,  the  means  for  the 
two  groups  were  0.36  and  0.17  respectively.  The 
researchers  found,  however,  that  although  the 
levels  of  aggression  were  maintained  in  the 
hyperactive  children  with  continued  treatment, 
the  other  therapy  objectives,  including  increased 
cooperation  and  interest  in  tasks,  were  not  sus- 
tained. 

• • • 

The  hand-held  breath  alcohol  analyzer  provides 
an  accurate  means  of  assessing  emergency  pa- 
tients with  suspected  alcohol  intoxication,  accord- 
ing to  a report  in  the  July  Annals  of  Emergency 
Medicine.  Used  primarily  for  the  detection  of  in- 
toxicated automobile  drivers,  these  breath  ana- 
lyzers also  have  been  utilized  in  drug  and  alcohol 
treatment  programs  and  in  pre-employment 
screening  programs.  In  a series  of  patients  with 
concussions  in  the  emergency  department, 
approximately  40  per  cent  had  been  drinking 
and  the  blood  alcohol  levels  in  36  per  cent  were 
greater  than  0. 10,  the  legal  definition  of  intoxica- 
tion in  most  states.  Thirty  per  cent  of  the  adoles- 
cent drivers  involved  in  automobile  accidents  had 
been  drinking  before  the  accident.  Many  of  these 
emergency  patients  also  had  associated  problems, 
including  head  injury,  multiple  trauma,  meta- 
bolic disturbances,  drug  overdose,  behavioral 
emergencies,  or  coma. 

• • • 

The  American  Cancer  Society  (ACS)  recently 
published  dietary  guidelines  as  part  of  a special 
report.  Nutrition  and  Cancer:  Causes  and  Preven- 
tion. The  organization  suggests  maintenance  of 
optimal  weight;  reduction  of  total  fat  consump- 
tion; consumption  of  high-fiber  foods,  foods  rich 
in  vitamins  A and  C,  and  such  cruciferous  vege- 
tables as  cabbage  and  broccoli;  and  reduction  of 
salt-cured,  smoked,  and  nitrate-cured  foods.  In 
addition,  the  ACS  recommends  that  persons 
moderate  their  consumption  of  alcoholic  bever- 
ages. 

Without  making  specific  recommendations, 
the  ACS  report  also  comments  on  the  impact  of 
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food  additives.  While  noting  that  the  current 
level  of  knowledge  concerning  the  potential  car- 
cinogenic effects  of  food  additives  is  inadequate 
to  warrant  a recommendation,  the  report  com- 
ments that  those  additives  which  have  been  found 
to  cause  cancer  already  have  been  banned. 
Moreover,  it  notes,  “some  others  may  protect 
against  the  disease.” 

The  hypothesis  that  diet  may  play  a significant 
role  in  the  etiology  and  prevention  of  cancer  re- 
cently has  been  the  subject  of  substantial  public- 
ity. Current  estimates  are  that  some  35  per  cent  of 
cancers  in  the  United  States  may  be  attributable 
to  dietarv  factors. 


• • • 

I The  New  York  City  Poison  Control  Center  re- 

\ cently  reported  a significant  increase  in  the  num- 

ber of  cases  of  vitamin  B6  (pyridoxine)  toxicity. 
According  to  a bulletin  from  the  New  York  City 
j Department  of  Health,  it  is  now  known  that 
I megadoses  of  the  vitamin  are  responsible  for  a 
I newly-recognized  peripheral  sensory  neurop- 
athy. Prior  to  1983,  water-soluble  vitamins  were 
not  thought  to  be  toxic  since  excessive  amounts 
' ingested  are  excreted  through  the  kidneys.  One 
of  the  adverse  reactions  from  pyridoxine  mega- 
doses, however,  includes  a gait  disorder,  which 
may  result  in  an  inability  to  walk,  and  impairment 
of  the  sensations  of  touch,  vibration,  pain,  and 
temperature. 

Pyridoxine  has  gained  wide  acceptance  by 
naturalists  and  health  food  advocates  as  a compo- 
nent needed  for  body  building  and  as  a remedy 
for  premenstrual  tension  and  edema.  Twenty  to 
1,000  times  the  recommended  daily  dietary  al- 
lowance frequency  is  recommended  by  its  advo- 
cates. Because  of  this  publicity  concerning  the 
alleged  benefits  of  vitamin  B6,  the  department 
cautions  clinicians  to  “consider  pyridoxine  mega- 
‘ doses  among  the  etiologies  for  the  patient  pre- 
senting with  a peripheral  sensory  neuropathy.” 

I .Another  dietary  supplement  of  recent  concern 

' is  selenium.  It  is  widely  distributed  in  the  soil, 

{ forages,  and  grains,  and  has  numerous  commer- 

[ cial  uses.  Human  ingestion  of  the  element  comes 
I primarily  from  cereal,  fish,  and  meat.  While 
there  is  no  established  recommended  dailv  al- 
lowance, the  proposed  adequate  and  safe  intake 
of  selenium  in  adults  is  50-200  meg  dailv.  The 
Centers  for  Disease  Control  recently  reported 
one  case  of  selenium  poisoning  which  evidentiv 
resulted  from  a defective  lot  of  a selenium  sup- 
plement. 


MED-TEMPS,  INC. 
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401/738-3024 
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Office  Personnel 
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Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
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Available  at  no  charge  to  aid 
physicians  in  the  care  of 
diabetes  patients. 


A new  publication  has  been  dexeloped  by  the 
National  Diabetes  AcK’isop'  Board  to  assist  primaiy 
care  practicioners  in  the  day-to-day  management  of 
diabetic  patients. 

A practical  6‘^-page  resource  prepared  in  coop- 
eration w ith  the  Centers  for  Di.sease  Control,  The 
ITereutkm  and  Tyealmoit  of  Five  Complications  of 
Diabetes  provieles  current  information  on: 

• \ isLial  impairments 

• Ad^’erse  outcomes  in  pregnane}’ 

• Foot  complications 

• Kidney  complications 

• Acute  h}perglycemia  and  ketoacidosis 

Rhode  Island  Diabetes  Control  Program 


Each  section  features  the  latest  data  on  diabetes 
prev  ention,  detection  and  monitoring,  treatment 
and  referral,  and  patient  education  principles. 

Patient  education  materials,  office  guides  and 
reference  information  are  included  ils  appendices. 

For  a free  copy,  call  (401 ) 277-2362  or  write: 

Rliode  Island  Diabetes  Cx)ntrol  Progrtim 
Rliode  Island  Deptirtment  of  Health 
Room  105 
75  Davis  Street 

Prov  idence,  Rliode  Island  02908 

Rhode  Island  Department  of  Health 
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SARGENT 

REHABIUTATION 

CENTER 


through  rehobihtation, 

the  restoration  of  human  potential 


We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 


PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 


The  Hindle  Memorial  Building 
655  Broad  Street 
Providence,  Rhode  Island  02907 

Modem  completely  air-conditioned  building;  conven- 
ient to  St.  Joseph  Hospital;  elevator  and  full  mainte- 
nance; ample,  secure  off-street  parking;  easy  access  to 
1-95  and  1-195;  on  site  medical  laboratory;  BC/BS 
provider  network  system  computer. 

Immediate  occupancy 


For  further  information,  please  call: 

401/331-3357 


R.I.  MEDICAL  BUREAU. 

INC. 

WE  OFFER  TO  OUR  SUBSCRIBERS  ACCURACY,  EX- 
PERIENCED PERSONNEL,  COURTESY,  EXCLUSIVE 
SERVICE  TO  THE  RHODE  ISLAND  MEDICAL  COM- 
MUNITY, ONE  BASIC  MONTHLY  CHARGE,  PROMPT 
RESPONSE 

NO  UNION.  NO  COMPUTER  DOWNTIME. 

AND  NO  RECORDINGS 

For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 


October,  1984  — \’ol.  67 


463 


OFFICE  SPACE 
NOW  AVAILABLE 


New  medical  building 
in  Lincoln,  Rhode  Island 

For  more  information 
please  call: 
401/722-4035 


"WHAT’S  THAT 
FUNNY  SMEUr 

It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kinds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids. 
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Motrin  reduces 
infLammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  oountry  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
presoribe...less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin 


TABLETS 

nna 


DUDroren 


Good  medicine...good  value 


c 1984  The  UPiohn  Company 


The  Up)Ohn  Company 


Upjohn 


Kalamazoo.  Michigan  49001 


Motrin'  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported.  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Ruid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done. 

Motrin  Tablets  can  inhibit  plateiel  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added 

The  antipyretic,  anti-intlammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-mflammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g,  eosinophilia,  rash,  etc  ).  Motrin  should  be  discontinued. 

Drug  Interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels 

Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 

mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  TA/o  (but  less  than  3%)- Probable  Causal  Relationship 
Gastrointestinal:  Nausea.*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence)  Central  Nervous  System:  Dizziness*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation,  see  PRECAUTIONS) 

Incidence  less  than  P o— Probable  Causal  Relationship" 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and, 'or  perforation,  gastrointestinal 
hemorrhage  melena.  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme.  Stevens-Johnson  syndrome,  alopecia  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia.  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%— Causal  Relationship  Unknown" 

Gastrointestinal:  Pancreatitis  Central  Nervous  System;  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Coniunctivitis.  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg,,  epistaxis,  menorrhagia),  Metabolic/Endocnne:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis. 

•Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

••Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown  " if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300. 
400,  or  600  mg  1 1 d,  or  q i d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b 7-s 
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Before  prescribing,  see  compiete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  ol  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise, unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  It  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities,  it 
IS  more  likely  in  the  severely  ill,  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood.  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  rrassible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics. 

Precautions:  Do  penodic  serum  electrolyte  determinations  Cpar- 
ticularly  Important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function.  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolarizing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  Wood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components.  Therefore.  Dyazide’  should  be  used  with 
caution  in  patients  with  histories  of  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'  The  following  may  occur:  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxicadon  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  meiabolic  acidosis  Dyazide  interferes  with  fluores- 
cent measurement  ol  quinidine  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop,  correcdve  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  mfeasures  should  be 
instituled  cautiously  and  serum  potassium  levels  determined 
Discondnue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  diludonal  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia ^rum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid tuncdon 

Thiazides  may  add  to  or  potentiate  the  acdon  of  other  andhyper- 
tensive  drugs 

Diuredcs  reduce  renal  clearance  ot  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  head- 
ache. dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions:  nausea  and  vomidng, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics).  Necrotizing  vasculitis  paresthesias,  icterus 
pancreadds.  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema  transient  Wurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual 
calculus  components  f^re  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a few 
patients  on  'Dyazide . although  a causal  relationship  has  not 
been  estaWished 

SuppHad:  Dyazide  la  supplied  In  boittes  of  1000  capsules: 
I Single  Unit  Packages  (unit-dose)  of  100  (Intended  for  IrtstHu- 
tlonal  use  only);  In  Patlent-Pak*'  unH-ol-use  bottles  of  100. 


In  Hypertension . . . 
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Conserve 


Potassium-  Sparing 


DYAZIDE 

Each  cap.sule  contains  50  mg.  of  Dyrenium*  (brand 
of  triamterene)  and  25  mg.  of  hydr(Khlorothiaz.ide. 

Over  17  \fears  of  Confidence 


'Hie  unique 
red  and  tvhite 
Dyazide*  capsule: 
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Taking  The  Bite  Out  Of  The  Bear. 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  bu>’  US.  ^vings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where 
others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum. 


Bonds  let  you  relax  and  enjoy  the  bull  markets, 
knowing  that  if  the  bear  does  ^ 

pearance,  for 
you,  his 
growl  will  be 
worse  than 
his  bite. 


lakeCkJ 

, stock%js»<^ 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

dalmane;» 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'" 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'^ 

• Patients  usually  awake  rested  and  refreshed^’’ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^""’’’ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAHEs 

flurozepam  HCI/Poche 

References:  1.  Kales  J etal:  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
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Clin  Pharmacol  Ther  79:576-583,  May  1976  4,  Kales  A 
et  al:  Clin  Pharmacol  7Aier  32:781 -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979.  6,  Kales  A,  Kales  JD:  J Clin 
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etal:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
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DALMANE-  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  ol  insomnia  charac- 
tenzed  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  prMnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  tnmester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  tor  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  nsk  of  oversedation,  dizziness,  contusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness.  taTkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruntus.  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness, 
hallucinations,  and  elevated  SGOT  SGPT  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  t5  mg  or  30  mg 
flurazepam  HCI 
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FEDERAL  COURT  RULES  ON  MEDICARE  FREEZE 

In  late  September  the  federal  district  court 
in  Indianapolis  extended  the  deadline  for  de- 
ciding whether  to  sign  up  as  a participating 
physician  under  the  Medicare  amendments  to 
the  Deficit  Reduction  Act  of  1984.  The  two- 
week  postponement  from  October  1 to  October 
15  applied  to  those  members  of  the  American 
Medical  Association  and  the  Indiana  State 
Medical  Association  who  had  not  received 
copies  of  their  charge  profiles  from  Medi- 
care fiscal  intermediaries  by  September  28. 

At  issue  were  provisions  of  the  law  which: 

1)  freeze  physician  reimbursement  under  the 
Medicare  program  from  July  1,  1984  until 
September  30,  1985;  2)  create  a new  class 
of  "participating  physicians,"  ie,  those 
who  agree  to  accept  assignment  of  Medicare 
benefits  as  pa5nnent  in  full  for  all  Medi- 
care patients;  and  3)  require  close  federal 
scrutiny  of  all  claims  submitted  by  non- 
participating physicians. 

The  AMA  is  seeking  a permanent  injunction 
against  implementation  of  the  law,  contend- 
ing that  it  violates  the  14th  amendment  by 
discriminating  against  physicians  and  creat- 
ing two  classes  of  Medicare  beneficiaries. 

The  Deficit  Reduction  Act  prohibits  non- 
participating  physicians  from  increasing 
their  charges  during  the  freeze.  Moreover, 
the  act  "clearly  violates"  the  Medicare  law, 
according  to  the  AMA,  which  guarantees 
equal  treatment  of  beneficiaries  regardless 
of  their  choice  of  physician. 

The  AMA  is  actively  pursuing  the  consti- 
tutional issues  raised  by  the  freeze  in 
federal  court.  At  its  September  19  meeting, 
the  RIMS  House  of  Delegates  had  authorized 
the  Society  to  investigate  the  feasibility 
of  seeking  an  injunction  on  its  own  initia- 
tive if  the  AMA  decided  against  doing  so. 

The  RIMS  resolution  was  made  moot  by  the 
AMA's  subsequent  actions. 

In  a related  development,  preliminary  data 
indicate  that  only  65,000  physicians,  out  of 
a potential  500,000,  had  signed  participa- 
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FEE  FREEZE  (continued) 

tion  contracts  with  their  Medicare  inter- 
mediaries by  September  28.  The  numbers 
across  the  nation  range  from  three  per  cent  ' 
in  Alaska  to  28  per  cent  in  Vermont. 

SOCIETY  SPONSORS  MEETING  WITH  DI  PRETE 

The  escalating  malpractice  crisis  again  do- 
minated the  agenda  at  an  October  17  break-  ' 
fast  meeting  with  the  Republican  guberna- 
torial candidate.  Mayor  Edward  DiPrete  of 
Cranston.  More  than  40  RIMS  members  and 
their  guests  attended  the  third  in  a series 
of  meetings  with  the  candidates  for  the 
post.  Earlier  this  fall,  breakfasts  were 
held  with  the  Democratic  contenders.  Mayor 
Joe  Walsh  of  Warwick  and  state  treasurer 
Anthony  Solomon. 

In  response  to  a question  concerning  the 
malpractice  commission  created  by  the  RI 
General  Assembly  earlier  this  year,  DiPrete 
said  that  he  would  require  commissions  to 
file  Interim  and  final  reports.  In  general, 
however,  he  noted  his  aversion  to  commis- 
sions and  ad  hoc  committees  to  address  the  i 
state’s  problems  unless  they  were  "abso-  ! 
lutely  essential." 

Other  topics  covered  at  the  two-hour  meet-  | 
ing  included  proposals  by  Rhode  Island  op-  j 
tometrists  to  use  therapeutic  drugs  for 
ocular  disease,  the  availability  and  cost 
of  health  care  to  the  elderly,  and  health 
planning  with  particular  attention  to  the 
Statewide  Health  Coordinating  Council. 

SOCIETY  RECOMMENDS  CHANGES  TO  THE  BOARD 
OF  MEDICAL  REVIEW 

At  its  October  15  meeting,  the  RIMS  Coun- 
cil accepted  the  report  of  a subcommittee 
appointed  earlier  this  year  to  "review  the 
fairness  of  procedures  employed  by  the 
Board  of  Medical  Review  in  investigating 
alleged  cases  of  unprofessional  conduct." 

The  Board  was  established  by  the  General 
Assembly  in  1976  as  the  "watchdog  agency" 
for  the  state's  physicians.  After  review- 


BOARD  OF  MEDICAL  REVIEW  (continued) 

ing  the  Board’s  handling  of  a case  involv- 
ing a RIMS  member,  the  subcommittee  tried 
to  identify  areas  where  the  hearing  process 
could  be  made  more  equitable. 

Concerns  had  been  expressed  by  some  RIMS 
members  about  cases  initiated  by  the  Board 
on  its  own  authority.  While  reports  may  be 
received  from  such  sources  as  patient  com- 
plaints, insurance  company  and  JUA  settle- 
ments, and  hospital  disciplinary  actions, 
the  Board  also  is  authorized  by  statute  to 
investigate  physicians  on  its  own  initia- 
tive. Under  procedural  rules  adopted  by 
the  agency,  the  physician  must  be  notified 
when  a written  complaint  is  received.  The 
operating  guidelines,  however,  do  not  ad- 
dress the  issue  of  notification  when  the 
Board  starts  an  investigation  on  its  own. 

The  recommendations  accepted  by  the  Coun- 
cil include: 

• "The  basis  on  which  the  Board  will  ini- 

tiate an  investigation  on  its  own  ac- 
cord should  be  defined  and  circumscribed 
to  avoid  infringing  on  a physician's 
right  to  exercise  professional  discre- 
tion in  treating  patients  and  inhibit- 
ing the  use  of  new  medical  procedures; 

• "When  the  Board  initiates  an  investiga- 

tion on  its  own,  the  subject  physician 
should  be  notified  of  the  investigation 
as  soon  as  the  matter  is  referred  to  a 
hearing  committee; 

• "The  statuatory  definition  of  unprofes- 

sional conduct  as  it  relates  to  over- 
utilization should  be  strictly  construed 
and  charges  of  overutilization  should  be 
precisely  limited  to  those  acts  outlined 
in  the  statute;  and 

• "The  Board  should  clarify  the  role  of 

any  physician  appointed  by  it  to  con- 
duct an  investigation  in  order  to  in- 
sure that  the  investigating  physician 
only  develops  information  on  which  the 
Board  can  act  and  the  Board  forms  its 
own  opinion  as  to  whether  there  has 
been  unprofessional  conduct." 

Members  of  the  subcommittee  included 
John  H.  Reid,  III,  the  Society's  legal 
counsel  from  Edwards  & Angell;  and  Drs 
Herbert  Rakatansky,  Charles  Hall,  and 
William  Varr,  Jr. 


HEALTH  CARE  REVIEW  AGREES  TO  STUDY 
CONTROVERSIAL  PROGRAM 

As  the  result  of  a meeting  with  Society  re- 
presentatives, officials  of  Health  Care  Re- 
view, Inc.,  the  professional  review  organi- 
zation (PRO)  for  Rhode  Island,  have  agreed 
to  study  18  surgical  procedures  proposed 
under  a controversial  "pre-admission"  re- 
view program  mandated  by  the  federal  govern 
ment.  Effective  October  1,  Health  Care 
Review  required  that  all  elective  inpatient 
admissions  of  Medicare  beneficiaries  be  re- 
viewed for  approximately  100  surgical  pro- 
cedures . The  PRO  contends  that  the  opera- 
tions may  be  performed  safely  on  an  outpa- 
tient basis  for  most  patients.  In  order 
for  the  patient  to  receive  Medicare  reim- 
bursement for  hospital  services,  however, 
the  physician  must  obtain  prior  approval 
from  the  PRO. 

The  list  of  so-called  "outpatient  proce- 
dures" was  produced  locally  from  an  earlier 
compilation  of  72  procedures  previously  sub 
mitted  by  state  subspecialty  societies  to 
the  pro's  predecessor  organization,  the 
Rhode  Island  Professional  Standards  Review 
Organization  (RIPSRO) , and  some  70  opera- 
tions recommended  by  the  federal  Health 
Care  Financing  Administration.  Local  PROs 
were  granted  limited  authority  to  deviate 
from  the  national  guidelines. 

After  a September  26  meeting  between  a 
RIMS  ad  hoc  committee  headed  by  Dr  Richard 
Wong  and  officers  of  Health  Care  Review, 
the  PRO  agreed  to  delete  18  procedures 
from  the  list  pending  additional  study 
by  the  affected  subspecialty  societies 
concerning  whether  they  may  be  performed 
safely  on  outpatients.  Health  Care  Review 
also  agreed  to  develop  an  expedited  proce- 
dure for  cases  in  which  the  patient  is  to 
be  hospitalized  within  one  or  two  days  of 
the  physician's  request  for  approval. 

Meanwhile,  it  has  been  reported  that  Health 
Care  Review,  Inc.  applied  for  the  peer  re- 
view contracts  in  Maine  and  Connecticut. 

All  hospitals  must  sign  contracts  with 
their  peer  review  organizations  by  Novem- 
ber 15  to  receive  Medicare  reimbursement. 

RIMS  REPRESENTED  AT  NATIONAL  CONFERENCE 

President  Dr  Paul  J.M.  Healey  and  Walter 
Cotter  represented  the  Society  at  a na- 
tional conference  on  professional  liabil- 
ity held  in  late  September  by  the  Council 


MALPRACTICE  CONFERENCE  (continued) 


TORT  REFORM  (continued) 


of  Medical  Specialty  Societies  (CMSS) . One 
of  the  objectives  of  the  meeting  was  to 
"generate  support  for  malpractice  reform 
by  emphasizing  the  negative  influences  of 
professional  liability  on  health  care  costs 
and  the  physician/patient  relationship." 

The  two-day  meeting  featured  such  keynote 
speakers  as  Dr  James  Todd,  AMA  Trustee  and 
President  of  the  Physician  Insurers  Asso- 
ciation of  America;  William  J.  Curran,  JD, 
LLM,  Harvard  Medical  School  and  New  England 
Journal  of  Medicine;  and  representatives 
of  12  national  specialty  societies,  some  of 
which  have  established  their  own  insurance 
programs . 

Among  the  significant  findings  reported  at 
the  CMSS  conference,  according  to  Drs  Hea- 
ley and  Cotter,  were: 

• Unlike  the  1975-1976  malpractice  cri- 
sis in  which  the  predominant  problem 
was  the  availability  of  insurance, 
the  current  situation  involves  whe- 
ther physicians  can  afford  the  pre- 
miums. Some  high-risk  specialists 
currently  are  paying  more  than 
$100,000  annually  in  Florida  and  New 
York. 

• While  physician-controlled  carriers 
currently  insure  more  than  half  of  the 
nation’s  physicians,  their  premiums 
also  are  escalating  because  of  the  in- 
creasing number  of  suits  filed  and 
larger  settlements  and  awards. 

• Some  comparatively  low-risk  special- 
ties, such  as  ophthalmology  and  psy- 
chiatry, have  established  their  own 
insurance  programs  to  avoid  underwrit- 
ing the  insurance  costs  of  the  higher 
risk  specialties. 

• Despite  the  introduction  of  HR  5400, 
the  Alternative  Medical  Liability 
Act,  by  Reps  Richard  Gephardt  (R,  MO) 
and  Henson  Moore  (D,  LA),  the  extent 
of  federal  involvement  in  malpractice 
reform  has  been  minimal.  This  "hands- 
off"  attitude  may  well  change  because 
of  the  impact  of  the  costs  of  defen- 
sive medicine,  now  estimated  to  reach 
some  $100  billion  annually. 

• Professor  Curran  told  conference  par- 
ticipants that  effective  malpractice 
reform  legislation  must  include  the 


following  components:  efficient  screening  pa- 

nels, early  settlement  of  claims,  and  a system 
of  structured  awards  and  settlement  costs. 
Cited  as  an  example  of  one  approach  was  a 
series  of  reforms  initiated  in  California 
which  include  such  features  as  reduction  in 
the  statute  of  limitations  to  one  year,  a 
limitation  on  awards  for  "pain  and  suffering" 
to  $100,000,  mandatory  disclosure  of  colla- 
teral sources,  and  a declining  contingency 
scale  for  attorneys. 

In  Rhode  Island,  the  malpractice  commission 
authorized  by  the  General  Assembly  earlier 
this  year  must  publish  its  recommendations 
by  February  1.  The  Rhode  Island  Medical 
Society  Foundation  also  plans  a series  of 
newpaper  and  media  advertisements  to  stimu- 
late public  awareness  of  the  malpractice 
crisis  and  its  negative  effects  on  patients. 
Also  under  consideration  by  the  Foundation 
is  presentation  of  seminars  on  tort  reform 
and  risk  management  in  office  and  hospital 
practice. 

PERIPATETICS 

Rhode  Island  physicians  in  the  news  include: 

• Dr  Israel  Diamond,  Chairman,  Department 
of  Pathology,  Roger  Williams  General 
Hospital,  has  received  the  Presidential 
Award  Medal  of  the  College  of  American 
Pathologists.  The  award  was  presented 
in  recognition  of  his  25  years  of  ser- 
vice to  the  College.  Dr  Diamond  also 
has  been  named  to  the  editorial  board  of 
the  Archives  of  Pathology  and  Laboratory 
Medicine. 

• Recently  named  president  of  the  Rhode 
Island  Chapter  of  the  American  College  of 
Surgeons  was  Providence  surgeon  Dr  John 
Stuart . 

• Governor  J.  Joseph  Garrahy  recently  ap- 
pointed Providence  pediatrician  Dr  Betty 
Math leu  to  the  RI  Advisory  Council  on 
Women.  Dr  Mathieu  also  serves  as  chair- 
person of  the  RIMS  Child  School  Health 
Committee. 

• Dr  Edwin  N.  Forman,  Providence,  was  named 
president  of  the  American  Cancer  Society, 

RI  Division,  at  its  recent  annual  meeting. 
Dr  Francis  J.  Cummings,  also  from  Provi- 
dence, was  elected  vice-president. 


PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH 


THROUGH  THE  MEDICARE  MAZE:  THE  FEE  FREEZE  AND  LABORATORY  TESTS 

In  addition  to  freezing  physician  reimbursement  under  Medicare,  the  Deficit  Reduction 
Act  of  1984  requires  significant  changes  in  the  way  that  the  Medicare  program  will  pay 
for  clinical  diagnostic  laboratory  tests.  The  law,  retroactive  to  July  1,  calls  for 
substantially-reduced  pa5onent  levels  and  a national  fee  schedule  by  1987.  Reimburse- 
ment levels  will  vary  widely  depending  on  whether  the  patient  is  hospitalized  and 
where  the  test  is  performed. 

LABORATORIES  JN  PHySJCJANS’  OFFICES:  Effective  July  1,  fee  schedules  for  laboratory 

services  reimbursement  under  Medicare  Part  B (physicians’  services)  will  be  establishe 
at  60  per  cent  of  the  prevailing  charge  permitted  on  June  30,  1984.  This  applies  whe- 
ther the  test  is  performed  in  the  physician’s  office  or  sent  to  an  independent  clini- 
cal laboratory. 

Physicians  will  be  reimbursed  for  tests  performed  in  their  offices  only  if  they  per- 
form or  supervise  the  performance  of  the  test.  Payments  also  will  be  made  to  a doc- 
tor sharing  a practice  with  a physician  who  performs  or  supervises  the  test.  The 
reimbursement  levels,  however,  are  different  for  "participating"  and  "non-participa- 
ting" physicians.  If  the  physician  "participates"  in  the  Medicare  program  and  accepts 
the  reimbursement  as  payment  in  full.  Medicare  will  pay  100  per  cent  of  the  allowed 
charge  (defined  as  60  per  cent  of  the  June  30,  1984  prevailing  charge).  If  the  physi- 
cian bills  the  patient  directly.  Medicare  will  reimburse  the  patient  only  80  per  cent 
of  the  allowed  amount. 

VAJHAiing  and  handtTng  choAge^:  One  provision  of  the  new  law  may  create  special  prob- 

lems for  physicians  who  collect  specimens  and  send  them  to  independent  laboratories 
for  processing.  Between  1979  and  1984,  the  "drawing  and  handling"  fee  was  limited  to 
$3  for  packaging  and  processing  a specimen.  This  limitation  has  been  a source  of 
continuous  frustration  for  many  physicians  since  the  $3  fee  barely  covers  the  cost  of 
the  insurance  paperwork  generated  by  the  specimen  in  most  cases.  Under  the  new  law, 
physicians  will  be  permitted  to  continue  charging  a "nominal"  fee  for  drawing  and 
handling  specimens.  While  previously  a separate  fee  could  be  charged  for  each  speci- 
men, the  new  law  permits  only  one  collection  fee  for  each  patient  encounter  during 
which  specimens  are  drawn. 

HOSPITAL  LABORATORIES:  All  hospital  laboratories  must  accept  the  Medicare  reimburse- 

ment  as  payment  in  full  for  both  ambulatory  and  inpatient  diagnostic  tests.  For  out- 
patients, the  fee  schedule  for  tests  performed  by  a hospital  laboratory  will  be  62 
per  cent  of  the  prevailing  rate  as  of  June  30,  1984.  Under  the  prospective  payment 
system  already  in  place  for  most  hospitals,  the  charges  for  laboratory  tests  performed 
for  Medicare  inpatients  are  not  billed  separately  and  are  included  as  part  of  the  DRG 
reimbursement  level  for  that  patient. 

INVEPENVENT  CLINICAL  LABORATORIES:  Free-standing  clinical  laboratories,  ie,  those 

which  are  independent  of  a physician’s  office  or  a rural  health  center,  will  be  reim- 
bursed at  60  per  cent  of  the  June  30,  1984  prevailing  rate.  Like  hospital  labora- 
tories, these  facilities  must  accept  assignment  of  Medicare  benefits  as  payment  in 
full. 

FEE  SCHEVULES:  For  the  three  years  beginning  July  1,  1984,  a fee  schedule  for  labora 

tory  services  may  be  established  on  a statewide,  regional,  or  carrier  service  area 
basis.  A national  fee  schedule  will  become  effective  on  July  1,  1987.  Under  the  new 
law,  the  federal  government  also  is  authorized  to  "negotiate"  fees  at  a level  lower 
than  those  permitted  under  the  fee  schedule.  Also  of  interest  to  physicians:  The  j 

Department  of  Health  and  Human  Services  has  been  charged  with  investigating  the  feasi- 
bility of  making  direct  pa}nnents  to  the  physicians  who  ordered  the  laboratory  tests. 
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Blackstone 
Surgical 
Center,  Inc. 

Easier  for  you,  nicer  for  them. 

• Same- Day  Surgery  facilities  tor  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists, orthopedists 

• Managed  by  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  bookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulator^’ 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  by  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  hookings. 

Blackstone  Surgical  Center,  Inc. 

333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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Why  so  many  doctors 
feel  so  good  about 
Master  Health! 


Master  Health  is  based  on  preventive  medical  care,  so  it 
covers  more  patient  services,  including  office  visits.  Emergency 
Room  visits,  out  of  area  medical  care,  physical  exams,  immuniza- 
tions and  much  more. 

And  Master  Health  reimburses  physicians  for  their  serv  ices 
I promptly,  with  no  hassles,  no  red  tape. 

Master  Health  is  designed  to  keep  hospital  stays  short  and 
costs  under  control,  so  it  can  cover  a much  broader  range  of  home 
care  and  non-hospital  costs.  That’s  not  the  case  with  other  health 
care  plans. 

That’s  w hy  so  many  doctors  feel  so  good  about  Master  Health. 
And  w hy  you  will,  too. 


^Master  Health 

Ocean  State  Master  Health  Plan 

339  Eddy  Street  Prov.,  R.l.  02903  401-2^3-^030 

1 1 1 It  pays  to  keep  you  healthy. 
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Traffic  Fatalities  Are  No  Accidents 


The  inner  pages  of  the  Providence J our nal  Bulletin 
provide  us  with  the  unadorned  facts:  “ a 19- 
year-old  male  from  Providence  was  fatally  in- 
jured when  the  car  that  he  was  driving  collided 
with  a tree  at  the  intersection  of ...  ” The  meager 
details  of  the  news  item  indicate  neither  why  this 
tragedy  took  place  nor  why  this  person  and  not 
someone  else  was  involved. 

During  the  past  year,  the  Rhode  Island  Medical 
Journal  has  published  four  epidemiologic  studies 
of  the  766  traffic  fatalities  occurring  within  the 
state  from  1977  through  1982.  These  papers 
have  attempted  to  determine  whether  traffic 
fatalities  are  nonrandom  events;  whether, 
perhaps,  there  are  measurable  temporal  and  per- 
sonal factors  which  make  certain  times  more  like- 
ly and  certain  persons  more  vulnerable  to  the 
morbidities  and  mortalities  of  automobile  travel. 
These  studies  have  offered  the  following  ob- 
servations: 

1)  About  half  of  those  killed  in  traffic  accidents 
are  males  younger  than  34  years  of  age,  and 
these  males  are  more  commonly  drivers.  The 
fatally-injured  females,  on  the  other  hand,  are 
more  often  in  a passive  role  (ie,  passengers  or 
pedestrians).  In  either  sex,  the  active/passive 
status  ratio  diminishes  beyond  middle  age. 

2)  While  the  number  of  traffic  fatalities  involv- 
ing individuals  older  than  75  years  is  relatively 
small,  the  age-related  mortality  rates  are  in  the 
same  high  range  as  the  15-34  year  olds  be- 
cause the  elderly  population  at  risk  is  (juite 
small. 

3)  Traffic  fatalities  occur  much  more  commonly 
during  weekends  and  especially  during  the 
hours  of  darkness. 


4)  Individuals  who  are  either  single,  divorced,  or 
separated  are  at  substantially  higher  risk  for 
fatal  traffic  accidents  than  those  who  are  mar- 
ried. 

5)  A measurable  level  of  blood  alcohol  is  de- 
tected in  more  than  50  per  cent  of  those  in- 
volved in  fatal  accidents  whether  they  are 
drivers,  passengers,  or  even  pedestrians. 
Alcohol  is  detected  in  the  blood  of  virtually 
every  accident  victim  killed  between  midnight 
and  dawn. 

6)  In  the  case  of  fatally-injured  motorcycle  driv- 
ers, the  overwhelming  majority  are  white 
males,  younger  than  23  years  of  age,  unmar- 
ried, and  typically  unemployed  or  working  in 
manual  labor.  Rain  or  impaired  visibility  does 
not  seem  to  be  associated  with  these  motorcy- 
cle accidents.  On  the  other  hand,  high  levels  of 
blood  alcohol  and  an  absence  of  protective 
helmet  usage  are  generally  noted. 

7)  The  typical  male  pedestrian  victim  in  Rhode 
Island  is  in  his  thirties,  unmarried  or  sepa- 
rated, without  a job  or  employed  as  a blue 
collar  worker,  and  is  more  often  than  not 
under  the  influence  of  alcohol  at  the  time  of 
the  accident. 

8)  Fatalities  involving  elderly  pedestrians  tend  to 
occur  more  commonly  in  winter  months, 
especially  when  visibility  is  diminished.  There 
is  some  anecdotal  evidence  suggesting  that 
confusion,  distraction,  or  even  cognitive  im- 
pairment may  make  certain  elderly  persons 
more  vulnerable  to  pedestrian  accidents. 

What  is  the  role  of  the  medical  profession  in 
addressing  this  problem?  The  group  most  prone 
to  traffic  fatalities  are  the  unmarried  males  be- 
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tween  ages  16  and  25  years,  who  often  mix  alco- 
hol and  anger  with  the  act  of  driving.  Very  few 
persons  in  this  group  are  likely  to  be  under  active 
medical  care  before  the  accident,  so  that  the  ex- 
pectation of  any  form  of  intervention  by  physi- 
cians is  unrealistic. 

There  is,  however,  a group  which  bears  more 
than  its  share  of  accident  victims:  the  elderly. 
Indeed,  as  measured  by  risk  of  fatal  accident  per 
mile  driven,  the  highest  rates  are  generated  by 
female  drivers  older  than  age  75  years.  As  pedes- 
trians, the  elderly  are  also  uniquely  vulnerable  to 
fatal  traffic  accidents,  especially  during  the  win- 
ter months  and  twilight  hours,  times  when  the 
driver’s  acuity  may  be  dulled  by  reduced  visibility 
and  enhanced  blood  alcohol  concentrations. 

It  is  certainly  within  the  realm  of  our  profes- 
sional responsibility  to  urge  that  our  elderly  pa- 
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tients  voluntarily  relinquish  their  driver’s 
licenses,  especially  when  there  is  demonstrated 
impairment  of  their  vision,  hearing,  hand-eye 
coordination,  reaction  time,  or  altered  cognition. 
Similarly,  the  frail  elderly  patient  should  be  re- 
peatedly instructed  in  the  rules  of  prudent  pedes- 
trian behavior. 

Physicians  frequently  are  scolded  by  the  press 
for  devoting  inadequate  attention  to  the  preven- 
tion of  disease.  If  we  can  identify  those  of  our 
patients  who  are  at  particular  risk  for  traffic  in- 
jury, surely  we  are  then  obliged  to  develop  special 
strategies  which  might  avert  these  vehicular  ca- 
lamities. Of  course,  the  daily  newspapers  will  not 
publish  instances  of  traffic  accidents  which,  be- 
cause of  prior  interventions  by  the  practicing 
physician,  never  took  place. 
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We  are  the  trusted  back-up 
resource  for  more  Rhode  Island 
doctors  (and  their  patients) 
than  anyone  else. 
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(401)  781-2166 
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We  carry  just  about  EVERYTHING  for  Home 
Health  Care  . . . which  means,  everything  a 
patient  or  convalescent  needs  to  implement  the 
doctor  s treatment  directions.  For  Ostomy  and 
Oxygen  needs  to  Orthopedic  Appliances.  Wheel 
chairs,  Walkers  and  Hospital  Beds,  we're  here  to 
serve  your  patients.  Our  staff  is  knowledgeable 
and  dedicated  to  supplying  exactly  "what  the 
doctor  ordered".  We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up 1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 


Oppenheimer  & Co.Jnc. 


Uncommon  Sense'" 

One  New  York  Plaza 
New  York,  New  York  10004 
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HR  5400:  The  “No  Fault”  Approach 
i to  Medical  Malpractice 
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Representative  W.  Henson  Moore  (D,  Louisiana) 
is  a political  realist.  His  activities  and  inquiries 
have  produced  the  first  legislative  proposal  on 
the  federal  level  which  deals  with  the  omnipres- 
ent medical  liability  problem.  Together  with  Rep- 
resentative Richard  Gephardt  (R,  Missouri), 
Moore  introduced  HR  5400,  the  Alternative 
Medical  Liability  Act,  during  tbe  last  session  of 
Congress.  While  Moore  and  Gephardt  certainly 
did  not  anticipate  passage  of  the  bill  this  year, 
their  stated  intention  was  to  publicize  the  prob- 
lem and  its  negative  impact  on  the  nation’s  health. 
Medical  malpractice  insurance  and  costs  clearly 
have  become  a societal  issue.  Defensive  medicine 
accounts  for  approximately  one-third,  or  $100 
billion,  of  the  national  medical  bill.  Another  $3.5 
billion  is  spent  annually  on  malpractice  pre- 
miums for  physicians  and  hospitals.  As  the  feder- 
al government  is  responsible  for  approximately 
50  per  cent  of  all  health  care  costs,  it  is  small 
wonder  that  Congress,  in  its  search  to  brake  “run- 
away health  spending,”  has  discovered  one  of  the 
primary  reasons  for  the  escalation  of  these  costs. 

What  does  HR  5400  provide?  What  are  its 
chances  for  passage  in  1985? 

The  bill  will  affect  all  federally-financed  medi- 
cal programs,  including  Medicare,  Medicaid, 
CHAMPUS,  and  VA  programs.  It  will  transfer 
incidents  of  medical  maloccurrence  from  the  cur- 
rent tort  system  to  a form  of  no-fault  coverage. 
Developed  by  William  O’Connell  of  the  Universi- 
ty of  Virginia,  the  author  of  “no-fault”  auto- 
mobile insurance,  the  law  would  provide  for  set- 
tling untoward  medical  incidents  in  a distinctly 
unique  manner.  I he  physician,  hosjjital,  or  other 
health  care  provider  may  offer  a settlement  to  the 
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injured  patient  within  six  months  of  its  occur- 
rence. The  award  would  eliminate  such  non- 
economic losses  as  pain  and  suffering.  For  the 
patient,  it  would  assure  payment  and  prompt  re- 
sults. While  currently  only  18  per  cent  of  the 
settlements  awarded  to  plaintiffs  actually  reach 
the  injured  person  and  82  per  cent  is  absorbed  by 
the  legal  system,  HR  54()()  would  reverse  that 
ratio.  The  proposed  legislation  also  includes 
other  features  targeted  at  the  initial  goal,  to  elim- 
inate a significant  element  of  high-cost  health 
care.  Trial  lawyers  already  have  mounted  an 
attack  on  the  bill  and  Ciongressman  Moore  readi- 
ly admits  that  the  lawyers  will  make  its  passage 
difficult.  In  fact,  he  predicts  only  a 50  per  cent 
chance  of  passage  next  year. 

Hut  the  effort  eventually  may  bring  rewards  to 
physicians  and  their  patients  in  a way  not  yet 
evident,  simjjly  by  focusing  federal  attention  on  a 
thorny  problem.  ■ 
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Employee  leasing  is  recognized  with  a “safe  harbor”  provision  of  TEFRA  (Tax 
Equity  & Rscal  Responsibility  Act)  recently  approved  by  Congress.  TEFRA  ciUows 
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Traffic  Fatalities  in  Rhode  Island:  Part  IV 
The  Pedestrian  Victim 

Sarah  C.  Aronson,  AB 
Kemi  Nakabayashi,  AB 
Michael  Siegel 
William  Q.  Stumer,  MD 
Stanley  M.  Aronson,  MD 


This  paper  describes  and  analyzes  the  173  pedes- 
trian deaths  recorded  by  the  Rhode  Island  Office 
of  the  Medical  Examiner  within  the  six-year  in- 
terval of  1977-1982.'’®  During  this  period,  fatal- 
ly-injured pedestrians  represent  22.6  per  cent  of 
the  registered  766  traffic  fatalities. 

The  following  information  was  recorded  for 
each  of  these  173  deaths:  age;  sex;  marital  status; 
occupation;  blood  alcohol  concentration;  toxico- 
logic analyses,  including  carbon  monoxide;  date 
of  accident,  including  hour  of  day  and  day  of 
week;  and  the  type  of  involved  vehicle.  These 
variables  were  examined  for  non-random  dis- 
tributions as  well  as  intervariable  correlations. 
Occasionally,  the  findings  were  compared  with 
census  data  describing  the  general  population  of 
Rhode  Island. 

A number  of  factors,  in  varying  magnitude, 
contribute  to  the  likelihood  of  pedestrian  fatality: 
driver  negligence,  vehicular  inadequacy,  struc- 
tural highway  failure,  poor  visibility,  and  altered 
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This  and  prior  papers  in  this  series  represent  under- 
graduate honors  studies  undertaken  at  Brown  Uni- 
versity by  Sarah  C.  Aronson,  Kemi  Nakabayashi,  and 
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MD,  is  University  Professor  of  Medical  Science,  Brown 
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pedestrian  behavior.  Studies  have  shown,  for  ex- 
ample, that  a significant  fraction  of  fatally- 
injured  pedestrians  were  on  sidewalks,  in  safety 
zones,  or  were  properly  crossing  the  street  with  a 
green  light  at  the  time  of  the  accident.''  When 
these  accidents  are  analyzed  critically,  it  appears 
that  approximately  46  per  cent  of  pedestrian 
fatalities  are  attributable  to  driver  error.  While 
neither  lessening  the  responsibility  of  drivers  nor 
the  contribution  of  other  measurable  factors  re- 
sulting in  pedestrian  injury,  this  paper  neverthe- 
less will  focus  only  on  the  characteristics  demon- 
strated by  pedestrians  in  order  to  understand 
better  those  features  which  render  them  more 
vulnerable  to  traffic  accidents. 

Observations 

Season  and  day  of  accident:  Pedestrian  fatalities  are 
slightly  more  common  during  the  autumn  and 
winter  months,  accounting  for  about  59  per  cent 
of  the  total  number  of  pedestrian  deaths  in  this 
series.  This  colder  weather  clustering  is  some- 
what more  apparent  in  the  female  pedestrian 
fatalities  (Table  1)  and  in  males  older  than  75 
years  of  age  (Table  3). 

Pedestrian  fatalities  occur  more  frequently  on 
weekends  (Friday,  Saturday,  and  Sunday).  Slight- 
ly more  than  half  of  all  fatalities  in  this  series  were 
on  the  weekend,  especially  Saturdays.  This 
weekend  clustering  is  more  apparent  in  the  sum- 
mer and  autumn. 

There  is  no  significant  correlation  between  the 
season  and  the  blood  alcohol  concentration  levels 
of  the  pedestrian  victims  except  during  the  win- 
ter months  when  the  frequency  of  positive  results 
is  lower.  Phis  may  reflect  the  selective  vulnerabil- 
ity of  the  elderly  to  winter  pedestrian  fatalities, 
and  alcohol  consumption  in  this  older  j)oj)ulation 
is  substantially  lower  (Table  3). 

Blood  alcohol,  in  concentrations  at  or  exceed- 
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ing  0.06  gm  per  cent,  are  recorded  in  approx- 
imately one  of  every  three  fatally-injured  pedes- 
trians older  than  14  years  of  age. 

Hour  of  accident:  The  data  derived  from  the  173 
pedestrian  fatalities  were  reordered  such  that  the 
hour  of  the  accident  became  the  independent 
variable  (Table  2).  Each  death  was  assigned  to  one 
of  four  six-hour  intervals  of  the  day.  The  greatest 
concentration  of  deaths  is  noted  between  8 pm 
and  midnight,  while  the  fewest  are  encountered 
between  6 am  and  noon.  Male  deaths  dominate 
the  interval  between  midnight  and  6 am,  repre- 
senting 77.8  per  cent  of  fatalities  during  these 
hours,  while  the  afternoon  hours,  from  noon  un- 
til 6 pm,  show  a relatively  greater  frequency  of 
female  fatalities. 

The  previously  noted  concentration  of  pedes- 
trian fatalities  on  weekends  is  shown  in  Table  2 to 
be  closely  associated  with  the  hours  from  mid- 
night to  6 am.  During  this  six-hour  period,  85.2 
per  cent  of  all  fatal  pedestrian  accidents  are  con- 
fined to  weekend  evenings. 

There  is  a consistent  relationship  between  the 
hour  of  the  day  and  the  likelihood  that  the  pedes- 
trian victim  had  been  drinking  shortly  before  the 
accident.  No  alcohol  is  detected  in  the  blood- 
stream of  any  of  the  18  fatally-injured  pedes- 


Table 1.  — Pedestrian  Fatalities  in  Rhode  Island:  Season  of  Accident 


Per  Cent  of  Accidents 


Season 

Males 

Females 

Total 

Weekend* 

Late  Nightf 

Positive 
Blood  Alcohol^ 

Winter 

32 

17 

49 

49.0 

28.6 

27.8 

Spring 

33 

10 

43 

48.8 

23.4 

33.3 

Summer 

18 

10 

28 

53.6 

28.6 

31.6 

Autumn 

37 

16 

53 

54.7 

30.2 

35.1 

TOTAL 

120 

53 

173 

51.4 

27.8 

31.1 

* Friday,  Saturday,  and  Sunday.  If  pedestrian  fatalities  were  randomly  distributed,  the  percentage  should  be  42.9  per  cent, 
t Defined  as  the  interval  between  9 pm  and  3 am.  If  pedestrian  fatalities  were  randomly  distributed,  the  percentage  should  be  25  per  cent. 
$ Concentrations  at  or  above  0.06  gm  per  cent  in  pedestrian  victims  aged  14  years  and  older. 


trians  who  were  struck  between  6 am  and  noon. 
Of  those  pedestrians  14  years  of  age  or  older  who 
were  fatally  injured  during  the  afternoon,  7.5  per 
cent  show  detectable  blood  alcohol.  This  frequen- 
cy rises  to  19.7  per  cent  among  victims  struck 
between  6 pm  and  midnight  and  increases  dra- 
matically to  83.3  per  cent  of  the  fatalities  occur- 
ring between  midnight  and  6 am. 

Age  of  victim:  Table  3 represents  the  Rhode  Island 
pedestrian  fatality  data  classified  according  to  the 
sex  and  age  of  the  victim.  When  the  numbers  of 
victims  are  converted  to  mortality  rates  per 
100,000  population  per  year,  two  observations 
emerge.  First,  the  age-specific  pedestrian  mortal- 
ity rates  are  invariably  higher  for  men  than  for 
women.  Second,  the  rate  for  both  sexes  is  higher 
for  those  below  age  14  and  those  older  than  65 
years  of  age.  When  pedestrian  fatalities  are 
viewed  as  risk  rates  rather  than  as  crude  num- 
bers, the  most  vulnerable  group  appears  to  be 
those  Rhode  Islanders  who  are  75  years  of  age  or 
older.  While  an  overall  male : female  ratio  of  2.4  is 
observed  when  age-specific  mortality  rates  are 
employed,  this  ratio  varies  substantially  with  age. 
Below  the  age  of  five  years,  for  example,  the  ratio 
is  1.0  (ie,  the  number  of  male  victims  equals  the 
number  of  female  victims).  In  contrast,  the  ratio 


Table  2.  — Pedestrian  Fatalities  in  Rhode  Island:  Hour  of  Accident 


Per  Cent  of  Accidents 


Interval 

Males 

Females 

Total 

Sex 

Ratio 

Weekend* 

Positive 
Blood  Alcoholf 

0000-0559t 

21 

6 

27 

3.5 

85.2 

83.3 

0600-1159 

13 

5 

18 

2.6 

33.3 

-0- 

1200-1759 

31 

17 

48 

1.8 

50.0 

7.5 

1800-2359 

55 

25 

80 

2.2 

45.0 

19.7 

TOTAL 

120 

53 

173 

2.3 

51.4 

31.1 

* Friday,  Saturday,  and  Sunday. 

t Concentrations  at  or  above  0.06  gm  per  cent  in  pedestrian  victims  aged  14  years  and  older 
t 24-hour  clock 
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Table  3.  — Pedestrian  Fatalities  in  Rhode  Island:  Age  of  Victim 


Per  Cent  of  Accidentst 

Rate  per  Positive 


Sex 

Age 

Number 

100,000* 

Weekend 

Late  Night 

Winter 

Blood  Alcohol^ 

MALE 

0-14 

27 

4.6 

48.1 

3.7 

14.8 

0 

15-24 

17 

3.4 

47.1 

64.7 

29.4 

60.0 

25-54 

36 

3.8 

63.9 

41.7 

27.8 

48.5 

55-64 

11 

3.9 

63.6 

27.3 

27.3 

18.2 

65-74 

14 

7.6 

21.4 

28.6 

28.6 

16.7 

75-^ 

15 

12.9 

46.7 

6.7 

46.7 

0 

TOTAL 

120 

4.4 

50.8 

29.2 

26.7 

33. 7f 

FEMALE 

0-14 

16 

2.8 

31.3 

6.3 

18.8 

0 

15-24 

5 

1.0 

100.0 

40.0 

40.0 

60.0 

25-54 

14 

1.4 

64.3 

64.3 

42.9 

36.4 

55-64 

3 

0.9 

100.0 

0 

0 

33.3 

65-74 

4 

1.5 

50.0 

0 

50.0 

0 

75  + 

11 

5.5 

36.4 

9.1 

36.4 

9.1 

Total 

53 

1.8 

52.8 

24.5 

32.1 

27.3^ 

* sex  and  age-specific  mortality  rates 

t see  Table  1 for  definitions  , . , , , ^ . 

t percentage  of  positive  blood  alcohol  = number  of  victims  older  than  14  years  with  positive  result 

number  of  victims  older  than  14  years  analyzed  for  BAG 


of  males  to  females  increases  to'  2.9  for  older 
victims. 

The  weekend  clustering  of  pedestrian  fatalities 
is  more  compellingly  associated  with  victims  be- 
tween the  ages  of  25  and  64  years  of  age  (Table  3). 
Similarly,  the  late  night  concentration  of  pedes- 
trian fatalities  is  most  readily  observed  in  the  male 
victims  between  the  ages  of  15  and  54  years  of 
age.  For  females  in  this  age  category,  the  late 
night  clustering  is  even  more  dramatically  dem- 
onstrated. In  contrast,  only  one  of  the  18  female 
pedestrian  fatalities  who  were  55  years  of  age  or 
older  was  involved  in  an  accident  during  the 
hours  designated  as  late  night. 

The  percentage  of  fatal  pedestrian  accidents 
taking  place  during  the  winter  months  is  slightly 
greater  in  those  65  years  of  age  or  older,  when 
compared  with  the  mortality  rates  of  younger  age 
categories. 

Alcohol:  The  linkage  between  positive  blood  alco- 
hol tests  and  young  adulthood  is  again  seen  in 
Table  3.  Of  the  male  and  female  pedestrian  vic- 
tims in  the  15-24  year  category,  60  per  cent  had 
blood  alcohol  concentrations  ecjual  to  or  greater 
than  0.06  gm  per  cent.  In  general,  the  correlation 
between  positive  blood  alcohol  levels  and  pedes- 
trian fatality  is  slightly  more  compelling  for  males 
(33.7  per  cent)  than  for  females  (27.3  per  cent). 

The  incidence  of  detectable  psychoactive  drugs 
was  negligible  in  this  series  of  173  pedestrian 
deaths.  Barbiturates  were  detected  in  three  vic- 
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tims,  i^-9  tetrahydrocannabinol  (marijuana)  in 
one,  and  dilantin  in  one.  The  carbon  monoxide 
levels  were  within  the  normal  range. 

Marital  status:  Table  4 summarizes  the  marital 
status  of  the  173  pedestrian  victims.  The  frequen- 
cy of  those  who  are  single,  married,  or  other  (ie, 
divorced,  separated,  or  widowed)  also  is  analyzed 
by  sex  and  age  category.  For  purposes  of  com- 
parison, the  age-stratified  marital  status  of  the 
total  male  and  female  population  of  Rhode  Is- 
land was  computed  from  1980  US  Bureau  of  the 
Census  tapes.  The  percentage  of  those  married 
among  the  male  pedestrian  fatalities  is  invariably 
lower  than  in  the  age-stratified  general  popula- 
tion of  the  state.  In  general,  the  percentage  of 
single  or  no  longer  married  victims  is  greater 
among  the  pedestrian  fatality  population.  The 
one  exception  to  this  observation  may  be  found 
among  the  female  pedestrian  fatalities  who  are  65 
years  of  age  or  older. 

Occupation:  There  are  108  persons  between  the 
ages  of  21  and  65  years  among  these  173  pedes- 
trian fatalities.  The  following  frequencies  of 
occupations  were  recorded:  blue-collar  and 
manual  labor,  23.1  per  cent;  non-professional 
office  or  mercantile  work,  13.0  per  cent;  profes- 
sional or  managerial  activity,  11.1  jjer  cent;  ur- 
employed,  31.5  per  cent;  unknown  or  unstated, 
21.3  jjer  cent.  If  the  unknown  fraction  is  distrib- 
uted in  the  same  proportions  as  the  known  per- 
centages, the  following  frequencies  are  derived: 
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Table  4.  — Pedestrian  Fatalities  in  Rhode  Island:  Marital  Status  and  Sex 


15-24 

Age  in  Years 
25-44  45-64 

65* 

MALES: 

Pedestrian  fatalities: 

Single 

88.2% 

34.6% 

14.3% 

10.3% 

Married 

5.9 

50.0 

61.9 

55.2 

Other 

5.9 

15.4 

23.8 

34.5 

Rhode  Island  population:* 

Single 

88.2 

18.2 

7.4 

6.9 

Married 

10.8 

73.0 

82.9 

71.3 

Other 

1.0 

8.8 

9.7 

21.8 

FEMALES: 

Pedestrian  Fatalities: 

Single 

80.0 

37.5 

11.1 

13.3 

Married 

0 

37.5 

66.7 

40.0 

Other 

20.0 

25.0 

22.2 

46.7 

Rhode  Island  population:* 

Single 

79.1 

12.6 

7.5 

12.0 

Married 

18.4 

72.5 

71.9 

32.6 

Other  2.5  14.9  20.6 

* Age-stratified  marital  status  of  total  Rhode  Island  population  as  computed  from  US  Bureau  of  the  Census  tapes  for  1980. 

55.4 

blue-collar  and  manual  labor,  29.4  per  cent;  non- 
professional office  or  mercantile  work,  16.5  per 
cent;  professional  or  managerial  activity,  14.1  per 
cent;  and  unemployed,  40.0  per  cent. 

Discussion 

If  the  probability  of  a pedestrian  fatality  is  merely 
a function  of  the  extent  to  which  public  roads  are 
used,  two  corollaries  would  be  expected.  First,  the 
greatest  number  of  fatal  traffic  accidents  should 
occur  when  both  pedestrian  and  vehicular  traffic 
are  at  their  most  intense.  Second,  those  persons  in 
the  age  ranges  which  frequently  use  the  roads 
should  exhibit  the  highest  pedestrian  mortality 
rates.  In  fact,  neither  of  these  generalities  prevail. 
The  highest  concentration  of  pedestrian  deaths 
occurs  after  dark  when  vehicular  and  pedestrian 
traffic  is  low.  Moreover,  the  pedestrian  mortal- 
ity rates  are  lowest  among  the  very  age  groups 
which  are  the  most  exposed  to  moving  vehicular 
traffic. 

If  pedestrian  fatalities  are  not  randomly  dis- 
tributed in  proportion  to  roadway  usage,  the  data 
collected  in  this  study  suggest  the  following 
generalizations  concerning  the  selective  risks  of 
pedestrian  fatalities. 

First,  males  of  all  ages  are  more  likely  to  be  the 
pedestrian  victims  of  traffic  accidents.  The  over- 
all male : female  ratio  of  2.4  noted  in  the  Rhode 
Island  data  is  confirmed  by  other  epidemiologic 
surveys  of  pedestrian  fatalities.^'®  A more  valid 
measure  of  vulnerability,  however,  is  found  in 


mortality  rates  calculated  per  100,000  popula- 
tion. When  such  statistics  are  used,  the  male  pre- 
ponderance is  evident  in  all  age  ranges,  but  least 
apparent  for  males  aged  14  years  and  younger  or 
75  years  and  older. 

The  following  characteristics  describe  the 
typical  adult  male  pedestrian  victim  in  Rhode 
Island.  He  is  in  his  40s,  unmarried  or  separated, 
and  is  unemployed  or  performs  manual  labor. 
More  often  than  not,  he  is  intoxicated  at  the  time 
of  the  accident,  especially  if  the  fatal  impact 
occurs  during  the  evening  hours.  This  profile  is 
similar  to  the  one  assembled  by  Haddan  and  his 
colleagues.®  These  investigators  noted  that 
pedestrian  fatalities,  when  compared  to  a control 
group,  tended  to  be  single  or  no  longer  married, 
foreign  born,  and  of  lower  socio-economic  status. 

Second,  the  seasonal  pedestrian  mortality  rate 
is  correlated  with  the  number  of  hours  of  dark- 
ness per  day,  highest  in  winter  and  lowest  in  sum- 
mer, despite  the  obvious  fact  that  pedestrians  are 
less  mobile  in  cold  and  dark  intervals.  Almost  62 
per  cent  of  the  pedestrian  deaths  were  recorded 
between  6 pm  and  6 am,  with  the  majority  occur- 
ring between  9 pm  and  midnight. 

Third,  except  in  late  night  pedestrian  deaths, 
alcohol  consumption  is  not  a common  associa- 
tion. About  five  of  every  six  fatalities  between 
midnight  and  6 am  have  blood  alcohol  concentra- 
tions exceeding  the  physiologic  threshold  of  0.06 
gm  per  cent.  The  association  with  alcohol  is  most 
apparent  in  victims  between  15  and  24  years  of 
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age  where  positive  blood  alcohol  concentrations 
are  seen  in  60  per  cent  of  the  victims  regardless  of 
sex. 

The  accidents  involving  elderly  pedestrians  are 
more  difficult  to  characterize  or  explain.  Certain- 
ly, the  elderly  are  at  greater  general  risk.  An 
80-year-old  male,  for  example,  faces  a four-fold 
enhanced  risk  in  comparison  with  a 20-year-old. 
For  females,  this  relative  risk  becomes  five-fold. 

Some  cautious  generalities,  however,  may  be 
made  regarding  pedestrian  fatalities  among  the 
elderly.  The  fatal  accident  occurs  more  common- 
ly in  winter  weather,  especially  when  visibility  is 
diminished.  While  alcohol  usage  is  not  a factor  in 
the  unique  vulnerability  of  these  elderly  victims, 
it  undoubtedly  plays  a significant  role  for  the 
drivers  of  the  vehicle  involved  in  the  fatal  acci- 
dent. Some  impairment  of  pedestrian  judgment 
is  the  likely  basis  of  many  of  these  tragic 
accidents.  Distraction  or  overt  confusion  may 
deprive  the  older  person  of  the  intense  concen- 
tration needed  to  cross  roads  with  safety.  A slow- 
er pace  may  increase  the  time  spent  in  traffic 
lanes.  Impaired  vision  and  hearing,  both  more 
common  in  the  elderly,  may  also  serve  to  increase 
the  probability  of  pedestrian  accident.  Flawed 
judgment  resulting  from  an  underlying  organic 
dementia  also  probably  contributes  to  the 
problem.**' 

Does  prior  organic  illness  predispose  the 
pedestrian  to  traffic  accidents?  In  the  case  of  driv- 
ers, for  example,  W’aller  has  found  that  those 
suffering  from  diabetes,  alcoholism,  or  mental 
illness  averaged  “twice  as  many  accidents  per 
1,000,000  miles  of  driving”  as  drivers  in  an  age- 
adjusted  comparison  cohort.®  No  mention  is 
made  of  augmented  rates  of  organic  disease  in 
fatally-injured  pedestrians,  but  the  likelihood  ex- 
ists. The  role  of  suicidal  intent,  clearly  a factor  in 
some  pedestrian  deaths,  is  very  difficult  to  mea- 
sure. 

The  present  data  provide  a limited  explanation 
for  the  traffic  fatalities  involving  young  or  mid- 
dle-aged, unmarried  adult  pedestrians,  a popula- 
tion more  likely  to  be  on  the  public  roads  during 
the  hours  of  darkness,  either  as  drivers  or  jiedes- 


trians.  While  there  is  an  intuitively  obvious  asso- 
ciation between  diminished  visibility,  fatigue,  and 
altered  judgment  induced  by  alcohol  affecting 
both  driver  and  pedestrian,  this  correlation  is 
only  an  inference  rather  than  a verified  casual 
relationship  that  is  derived  from  epidemiological 
surveys  such  as  this  one. 

No  comparable  explanations  are  available  for 
child  victims.  There  is  some  anecdotal  informa- 
tion suggesting  a greater  frequency  of  physical 
impairment,  obesity,  and  emotional  travail 
among  this  group.  Similarly,  we  cannot  explain 
the  high  risk  of  pedestrian  fatality  among  the 
elderly  other  than  by  invoking  the  spectre  of  frail- 
ity,  cognitive  impairment,  and  confusion.  There 
is  as  yet  no  pathologically-based  evidence,  howev- 
er, that  Alzheimer’s  disease  is  more  common 
among  the  elderly  fatalities  when  compared  with 
age-matched  controls,  although  there  is  every 
likelihood  that  this  may  be  the  case.  Further  in- 
quiry must  be  directed  to  a specific  study  of  the 
backgrounds  and  medical  conditions  of  the  child 
and  elderly  victims  to  clarify  the  reasons  for  their 
selective  vulnerability. 
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SPECIAL  REPORT 


The  Rhode  Island  Board  of  Medical  Review 


A.  A.  Savastano,  MD 


Established  in  1976  under  Chapter  5-37-1  of  the 
General  Laws  of  Rhode  Island,  the  Board  of 
Medical  Review  is  empowered  to  investigate,  re- 
view, and  monitor  the  professional  conduct  of 
physicians  and  to  impose  sanctions  or  other  con- 
ditions on  those  found  guilty  of  unprofessional 
activities. 

The  Board  consists  of  nine  members  ap- 
pointed by  the  governor  for  not  more  than  two 
consecutive,  three-year  terms  of  office:  five 
physicians,  one  hospital  administrator;  one  pub- 
lic member;  one  attorney  to  serve  as  a public 
member;  and  in  an  ex-officio  capacity,  the  Direc- 
tor of  the  Rhode  Island  Department  of  Health. 
After  completing  two  terms,  a member  may  be 
eligible  for  reappointment  after  a one  year 
hiatus.  The  daily  operations  of  the  Board  are 
carried  out  by  an  Executive  Director  assisted  by 
legal  counsel  and  a staff  which  includes  investiga- 
tors, stenographers,  and  secretaries. 

The  activities  of  the  Board  are  financed 
through  an  annual  fee  levied  on  all  licensed 
physicians.  Hospitals  must  also  pay  an  assessment 
which  is  based  on  their  bed  capacity.  Each  physi- 
cian who  holds  an  active  Rhode  Island  medical 
license,  whether  or  not  practicing  in  the  state, 
must  pay  the  annual  charge.  Physicians  may  be 
exempted  from  fees  and  assessments  by  having 


Based  on  a paper  presented  at  a conference  sponsored  By  the  KI 
Division  of  brufr  Control,  “ I’lie  Prevention  of  Prescription  Drug 
Misuse,  .Abuse,  and  Diversion,”  .April  1 1,  1984,  Providence,  Rhode 
Island. 


A.  A.  Savastano,  Ml),  is  in  the  private  practice  of 
orthopedic  surgery  in  Providence,  Rhode  Island; 
Surgeon-in-Chief  Emeritus,  Division  oj  Orthopaedic 
Surgery,  Rhode  Island  Hospital;  and  Clinical  Profes- 
sor of  Orthopaedic  Surgery,  Brown  University  Program 
in  Medicine.  He  currently  .serves  as  Chairman  of  the 
Board  of  Medical  Review. 


their  names  placed  on  a list  of  inactive  physicians 
at  the  Division  of  Professional  Regulation.  The 
Board  is  not  authorized  either  to  place  physicians 
on  this  list  or  to  grant  exemptions  from  the 
annual  assessment.  While  on  inactive  status, 
physicians  may  not  perform  any  medical  services 
either  for  themselves  or  for  their  families  or  write 
prescriptions.  This  prevails  whether  or  not  pay- 
ment is  received. 

Powers  and  Duties  of  the  Board 

The  Board  is  empowered  to  investigate  all  allega- 
tions of  unprofessional  conduct  on  the  part  of 
physicians.  In  addition  to  direct  complaints  from 
patients,  it  receives  reports  of  disciplinary  actions 
by  hospitals;  reports  of  civil  or  criminal  proceed- 
ings in  which  physicians  are  found  guilty  of  mal- 
practice or  any  other  civil  or  criminal  malfea- 
sance; reports  from  insurance  carriers  of 
compromises,  settlements,  or  verdicts  in  medical 
malpractice  cases;  and  other  sources. 

Unless  it  can  be  proven  that  the  complaint  was 
filed  with  malicious  intent,  Rhode  Island  statute 
grants  immunity  from  any  action  for  defamation 
of  character  to  persons  who  register  complaints 
against  physicians.  The  Board  itself  is  similarly 
exempted  from  such  actions  unless  malice  is 
clearly  demonstrated  during  the  investigation  or 
hearing  proceedings. 

Procedure 

Except  when  public  hearings  are  reijuired  by  stat- 
ute, all  proceedings  before  the  Board  of  Medical 
Review  generally  are  confidential.  I he  proce- 
dure followed  for  handling  cases  is  outlined  be- 
low. 

Upon  receipt  of  a written  complaint  or  other 
information,  an  investigation  of  unj)rofessional 
concfuct  is  initiated.  I he  j^hysician  is  asked  to 
respond  in  wi  iting  to  the  written  complaint  or  to 
the  information  which  the  Boarif  has  received. 
After  the  written  response  is  received,  the  matter 
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Table  1.  — Prior  Docketed  Inquiries 
Pending  as  of  December  31,  1981 


ALLEGATION 
Unprofessional  conduct 

8 

DISPOSITION  — 1982 
Pending 

5 

JUA/malpractice  reports 

8 

Dismissed 

8 

Improper  prescribing 

9 

Dismissed 

8 

Hospital  reports 

3 

Pending 

9 

Fees 

1 

Pending 

3 

Records 

1 

RIMS 

1 

Acupuncture 

2 

Resolved  by  parties 

1 

Overutilization 

6 

Dismissed 

2 

Physician  impairment 

3 

Suspended 

1 

41 

Pending 

41 

is  assigned  to  a subcommittee  charged  with  per- 
forming a preliminary  investigation.  The  Board 
may  issue  subpoenas  on  its  own  autliority  to  com- 
pel the  production  of  documents  or  other  written 
records  or  to  summon  witnesses  and  defendants 
for  investigations  and  hearings.  If  the  summoned 
person  willfully  ignores  a subpoena  or  ref  uses  to 
answer  appropriate  questions  during  the  pro- 
ceedings, the  Board  may  seek  a contempt  citation 
from  the  Superior  Court. 

If  the  preliminary  findings  substantiate  the 
allegations  of  misconduct,  a hearing  committee  is 
ajjpointed,  the  specification  of  charges  prepared, 
and  a formal  hearing  scheduled.  Verbatim  tran- 
scripts must  be  prepared  of  all  hearings  from 
either  a tape  recording  or  stenographic  records. 
After  reviewing  a transcript  of  the  proceedings, 
the  hearing  committee  prepares  a report  for  con- 
sideration by  the  full  Board.  A copy  of  the  report 
also  is  sent  to  the  physician.  Should  there  be  a 
finding  of  unprofessional  conduct,  the  physician 
is  informed  that  the  report  will  be  presented  to 
the  Board  at  its  next  meeting.  The  Board,  if  it 
concurs  with  the  findings  of  misconduct,  must 
reconvene  for  the  purpose  of  imposing  sanctions 
upon  the  defendant. 

Board  Sanctions 

The  following  sanctions  are  available  to  the 
Board:  an  oral  reprimand  at  the  hearing;  suspen- 
sion, limitation,  or  restriction  of  a license  to  prac- 
tice medicine  for  up  to  five  years;  revocation  of  a 
medical  license  for  an  indefinite  period;  manda- 
tory care,  counseling,  or  treatment  of  the  defen- 
dant by  a physician  acceptable  to  the  Board;  man- 
datory participation  in  a program  of  continuing 
medical  education;  or  a recjuirement  that  the  de- 
fendant practice  medicine  only  under  the  direc- 
tion of  a physician  acceptable  to  the  Board  for  a 
specified  time  period.  The  defendant  also  may  be 


Table  2.  — Docketed  Inquiries  as  of  June  30,  1982 


ALLEGATION  — 1982 

DISPOSITION  — 1982 

Unprofessional  conduct 

15 

Pending 

9 

JUA/malpractice  reports 
Insurance  company 

16 

Dismissed 

11 

reports 

24 

No  jurisdiction 

29 

Improper  prescribing 

5 

Pending 

5 

Hospital  reports 

2 

Pending 

2 

Fees 

4 

RIMS/RISOPS 

4 

Records 

1 

Resolved  by  parties 

1 

Unpaid  assessments 
Unlicensed  practice  of 

5 

Suspended 
Reinstated  by 

1 

medicine 

_1 

73 

Attorney  General 

73 

assessed  up  to  $2,500  for  the  administrative  costs 
of  the  Board  proceedings. 

The  right  to  judicial  review  of  Board  decisions 
is  available  to  physicians  whose  medical  licenses 
have  been  suspended  or  revoked  or  who  are 
otherwise  aggrieved  by  a Board  action.  The 
appeal  must  be  initiated  within  ten  days  of  the 
Board’s  decision  by  sending  a notice  of  appeal  to 
the  Board  Secretary  and  by  following  the  civil 
procedure  established  by  the  Superior  Court. 

Board  Meetings 

The  Board  holds  open  public  meetings,  unless 
otherwise  scheduled,  on  the  third  Wednesday  of 
each  month  at  its  offices  at  100  India  Street,  Prov- 
idence, Rhode  Island.  Committee  meetings  are 
scheduled  as  frequently  as  necessary.  These 
meetings  are  confidential,  except  when  statutory 
requirements  for  open  meetings  prevail. 

Board  Actions 

During  the  period  1977  through  1981,  a total  of 
562  inquiries  were  docketed.  Of  these,  407  have 
been  closed,  with  64  additional  closed  matters 
awaiting  ratification  and  91  cases  pending. 

The  disciplinary  actions  against  physicians 
during  this  period  include:  license  revoked-4, 
license  suspended-3,  license  surrendered-3,  and 
probation-2.  The  following  procedural  actions 
were  taken:  license  suspended  for  nonpayment 
of  assessments- 19,  license  reinstated  after  pay- 
ment-1 1,  and  license  surrendered  because  of  ill- 
ness-2. In  six  cases,  the  matter  became  moot  after 
the  physician  died.  As  of  January  I,  1982,  there 
were  1,989  physicians  holding  active  Rhode  Is- 
land medical  licenses. 

Unprofessional  Conduct 

The  following  activities  constitute  unprofessional 
conduct:  the  fraudulent  or  deceptive  procuring 
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or  use  of  a medical  license;  all  advertising  of 
medical  business  which  is  intended  or  has  a 
tendency  to  deceive  the  public;  conviction  of  a 
crime  involving  moral  turpitude;  conviction  of  a 
felony  or  of  a crime  arising  from  the  practice  of 
medicine;  abandonment  of  a patient;  addiction  to 
narcotics;  habitual  intoxication  or  rendering  pro- 
fessional services  to  a patient  while  under  the 
influence  of  either  drugs  or  alcohol;  promotion 
of  drugs,  devices,  appliances,  or  other  goods  and 
services  for  the  purpose  of  exploiting  the  patient 
for  financial  gain;  immoral  conduct  by  a physi- 
cian in  the  practice  of  medicine;  willfully  making 
and  filing  false  reports  or  records  in  the  practice 
of  medicine;  and  the  gross,  willfull,  and  con- 
tinued overcharging  for  professional  services,  in- 
cluding filing  false  statements  to  collect  fees  for 
services  which  have  not  been  performed. 

The  prior  docketed  inquiries  pending  as  of 
December  31,1 982,  and  the  docketed  inquiries  as 
of  June  30,  1982  are  shown  in  Tables  1 and  2. 

Diversion  and  Abuse  of  Prescription  Drugs 

It  has  been  estimated  that  seven  million  Amer- 
icans annually  use  barbiturates,  tranquilizers, 
amphetamines,  narcotics,  and  other  prescription 
drugs  for  nonmedical  purposes,  frequently  with 
disastrous  results.  Eight  of  the  leading  ten  drugs 
reported  by  medical  examiners  as  the  primary 
cause  of  death  are  prescription  agents.  There 
currently  are  approximately  500,000  registered 
pharmacies  and  other  private  enterprises  which 
annually  dispense  an  estimated  20,000  different 
brandname  products.  This  annual  volume  in- 
cludes approximately  185,000  pounds  of  opium 
derivatives,  45,000  pounds  of  synthetic  narcotics, 
and  4,172  pounds  of  amphetamines.  Among  the 
drugs  frequently  abused  are  barbiturates,  benzo- 
diazepines, and  phenothiazines.  Combinations 
with  alcohol  or  with  other  sedative  hypnotics  may 
cause  respiratory  problems  or  death.  Other 
offenders  include  Methaqualone®,  Talwin®,  and 


Percodan®.  More  than  1 ,000  deaths  in  the  United 
States  have  been  attributed  to  Methaqualone® 
during  the  past  five  years.  Talwin®,  when 
crushed  and  injected  intravenously  or  intramus- 
cularly, causes  a euphoria  in  the  narcotic  agent 
similar  to  that  obtained  with  a fair  grade  heroin. 
Percodan®,  which  may  be  abused  by  persons  suf- 
fering from  chronic  pain,  should  never  be  pre- 
scribed for  more  than  30  days. 

In  addition  to  misuse  of  prescribed  medica- 
tions, the  substance  abuse  problem  poses  a major 
public  health  threat,  involving  some  ten  million 
alcoholics,  two  million  non-narcotic  drug  abus- 
ers, and  500,000  heroin  addicts.  It  is  unfortunate 
that  some  physicians  are  included  among  the  vic- 
tims of  substance  abuse.  Some  have  suggested 
that  they  may  be  especially  vulnerable  to  this 
problem  because  of  occupational  pressures  and 
the  availability  of  drugs.  There  often  is  a high 
incidence  of  family  problems,  depression,  and 
underlying  psychopathology  for  many  of  these 
cases.  Such  resources  as  the  Impaired  Physicians 
Committee  of  the  Rhode  Island  Medical  Society 
have  proven  to  be  invaluable  in  restoring  these 
physicians  to  health  and  satisfying  professional 
careers. 

We  also  must  consider  the  problems  presented 
by  “dated,  drug  treatment,  and  script”  doctors. 
“Dated”  physicians  require  additional  consulta- 
tion and  training  to  improve  their  prescribing 
practices.  If  educational  efforts  fail,  restrictions 
must  be  placed  on  their  licenses  to  protect  the 
welfare  of  patients.  The  “drug  treatment”  doctor, 
if  practicing  responsible  medicine,  should  be  left 
alone  to  address  the  difficult  problem  of  addic- 
tive disease  for  the  benefit  of  both  the  individual 
and  society.  The  “script”  doctor  must  be  prose- 
cuted vigorously  as  is  any  other  criminal. 


100  India  Street 

Providence,  Rhode  Island  02906  B 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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the  19th  centur\’.  The  comfort  artd  convenience  of  the  20th. 


Dating  from  1845,  Corliss  Landing  is  on  the  National  Register 
of  Historic  F’laces.  One-of-a-kind  residences  that  let  you 


enjoy  the  excitement  of  a 

waterfront  address. 

Sales  Office  at  Davol  Square 
273-9700 

A project  of  TTie  Marathon  Group 


ADAMS, 
DeCAPORALE 
& ANTONIO 

ATTORNEYS  AT  LAW 


General  Law  Practice 
Medical  Collections 


144  Waterman  Street 
Providence,  Rhode  Island 
401  421-1364 


First  Annual 
Dr.  Johannes  Virks 
Visiting  Physician 
Program 

General  Hospital 
Rhode  Island  Medical  Center 
Cranston,  Rhode  Island 

November  27,  1984 

9 a.m.  — 3 p.m. 

GERIATRIC  MEDICINE 
Kenneth  L.  Minaker,  MD, 
Assistant  Professor  of  Medicine 
Division  on  Aging,  Harvard 
Medical  School 

All  health  professionals  are  invited 

For  detailed  program  call:  401-464-3456 


cJiome 

^lUmciie  m f\luA44ncf  Jiome 


100  Wa*tvpaMCtcUf  Coil  P'uw.ide*ice 

401/^38-4275 
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The  IBM  Personal  Computer 
A tool  for  modern  times 
in  the  Medical  Office. 


MEDI-SCAN®,  an  Authorized  IBM®  Value- 
Added  Dealer  for  the  Personal  Computer 


Our  Comprehensive  $8.995.00  MEDI-SCAN  In-office 

Billing  And  Accounting  System  Includes: 

• The  IBM  Personal  Computer  XT  with  128K, 

10  Megabyte  hard  disk. 

• The  IBM  Graphics  Printer. 

• MEDI-SCAN  software — customized  for  your 
practice,  including  procedure  numbers  for  state 
agencies.  Generates  accounting  reports, 
comprehensive  patient  statements,  insurance 
and  third  party  forms. 

• Optional  electronic  paperless  billing  to  third  party 
agencies,  where  applicable. 

• Training — Complete  in-office  training  for  your  staff. 

• Support— “HOT-LINE”  800  number  for 
continuous  support. 


MEDI-SCAN  Single  Source 
Support  System 


MEDI-SCAN’S  unique,  comprehensive  hardware  and  software  maintenance  agreement  guarantees  continuing 
service  and  repair,  system  updates  and  additional  customization,  plus  in-office  training— all  from  one  source.  Our 
local  training  consultants  and  technicians  are  dedicated  to  giving  you  the  best  possible  service. 


IBM  Personal  Computer  XTs  are  in  stock  in  our  local  warehouses  ready  to  be  immediately  installed.  Over  three 
hundred  physicians  are  using  the  MEDI-SCAN  System — join  them  in  making  the  IBM  PC-XT  “A  tool  for  modem 
times  in  the  medical  office.” 


Networking  available  for  group  practices  and  clinics 


I would  like  to  know  more  about  the  MEDI-SCAN  Or  call:  800-922-1021 

System  on  the  IBM  Personal  Computer  XT.  In  MA-  800462-1009 

Dr. Send  to:  MEDI-SCAN 


Address. 
City 


90  Madison  Street,  Worcestei;  MA  01608 


State. 


Zip. 


Phone  (- 


Service  centers  currently  in:  New  England  • Mid  Atlantic  States  • Mid  Western  States  • California  • Texas 


® MEDI-SCAN  is  a registered  trademark  of  PAL  Assoc.  Inc. 

PAL  Associates  is  an  Authorized  IBM  Value-Added  De<iler  for  the  Personal  Computer. 
*IBM  is  a registered  trademark  of  International  Business  Machines  Corporation. 


Short-Course  Antibiotic  Prophylaxis 
in  First-Trimester  Abortion 

Complications  Were  Acceptably  Low  and  Consistent  with  Previous  Studies 

John  DiOrio,  MD 


Numerous  changes  have  occurred  in  the  admin- 
istration of  prophylactic  antibiotics  since  signifi- 
cant research  by  Burke  in  the  1 960s  showed  that  a 
critical  period  exists  in  the  treatment  of  staphylo- 
coccal infection  in  guinea  pigs  under  ex- 
perimental conditions.*  Within  the  field  of  ob- 
stetrics and  gynecology,  the  time  span  necessary 
for  prophylaxis  has  been  reduced  from  several 
days  to  less  than  24  hours  for  hysterectomies  and 
primary  cesarean  sections.  In  the  case  of  elective 
termination  of  pregnancy,  however,  many  cen- 
ters still  follow  a three-  to  five-day  prophylactic 
protocol.  The  purpose  of  the  following  study  was 
to  determine  the  safety  and  efficacy  of  a short 
(six-hour)  perioperative  course  of  antibiotics  in 
elective  first-trimester  abortion  procedures. 

Methodology 

From  October  1982  through  January  1983,  478 
patients  underwent  first-trimester  suction  ter- 
mination of  pregnancy  at  a local  outpatient 
ambulatory-care  facility.  The  procedures  were 
performed  by  board  certified  obstetrician- 
gynecologists  utilizing  the  standard  technique. 
All  patients  received  a paracervical  block  using 


From  the  Department  of  Obstetrics  and  (iynecology.  Women  & 
Infants  Hospital,  and  the  Brown  University  Program  in  .Medicine 


John  DiOrio,  MD,  is  an  ohsletricianl gynecologist  in 
private  practice.  Providence,  Rhode  Island;  clinical 
instructor  in  obstetricsl gynecology.  Brown  University 
Program  in  Medicine;  and  senior  clinical  instructor. 
Tufts  University  Medical  School.  He  is  on  the  staffs  of 
Rhode  Island,  Women  Infants,  Roger  Williams 
General,  and  The  Miriam  Hospitals. 


15-20  ml  of  one  per  cent  Xylocaine®  after  a 
Betadine®  vaginal  preparation  was  performed. 
The  study  group  (A)  received  500  mg  tetracycline 
by  mouth  at  the  time  of  the  procedure  and  500 
mg  six  hours  later  (total  dose  1 g).  The  standard 
therapy  group  (B)  received  250  mg  tetracycline 
orally  at  the  onset  of  the  procedure  and  250  mg 
every  six  hours  for  four  days  (total  dose  4 g). 
Gonorrhea  cultures  were  obtained  in  all  cases. 

The  patients  were  followed  up  either  by  ex- 
amination from  their  physicians  in  two  to  three 
weeks  or  by  telephone  calls  from  staff  members. 
Infection  was  defined  as:  (1)  fever  of  100°F  of 
pelvic  origin,  developing  after  the  procedure  and 
lasting  for  more  than  24  hours;  (2)  a pelvic  ex- 
amination exhibiting  findings  of  uterine  and  par- 
ametrial  tenderness;  or  (3)  a diagnosis  of  pelvic 
infection  by  the  referring  physician. 

Results 

Of  the  total  478  patients  studied,  there  were  236 
in  the  study  group  (A)  and  242  in  the  standard 
therapy  group  (B).  The  two  groups  consisted  of 
predominantly  white  middle-class  women,  with 
the  majority  having  completed  a high-school 
education.  The  study  group  and  the  control  sub- 
jects were  similar  in  age  (average  23-24  years  old), 
gravidity,  parity,  previous  abortions,  and  prior 
history  of  pelvic  inflammatory  disease.  Fhe  aver- 
age gestational  age  at  the  time  of  the  jjrocedure  in 
both  groujis  was  between  eight  and  nine  weeks. 
In  group  A,  115  patients  (48.7  per  cent)  were 
examined  between  two  and  three  weeks  after  the 
procedure  and  121  (51.3  per  cent)  were  tele- 
phoned. In  group  B,  148  (61.2  percent)  received 
an  examination  and  94  (38.8  per  cent)  had  tele- 
phone follow-uj). 
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There  were  only  three  complications  as  a result 
of  infection.  The  study  group  yielded  two  pa- 
tients with  infection.  One  required  oral  antibi- 
otics for  ten  days,  and  the  other  underwent  an 
outpatient  dilatation  and  curettage  and  received 
ten  days  of  antibiotic  therapy  for  suspected  en- 
domyometritis. The  one  patient  in  the  control 
group  who  required  treatment  received  oral  anti- 
biotics for  ten  days.  No  hospitalizations  occurred 
in  either  group. 

The  rate  of  infection  in  the  study  group  was  1.7 
per  cent  if  only  those  patients  examined  by  our 
staff  are  included,  and  0.8  per  cent  if  all  patients 
are  considered.  For  the  control  group,  the  rates 
were  0.7  and  0.4  per  cent  respectively.  Although 
the  rate  of  infection  in  group  A is  slightly  higher 
than  that  in  group  B,  the  differences  are  not 
statistically  significant. 

Discussion 

In  1974  and  1975,  Hodgson  and  her  colleagues 
reported  on  their  findings  with  patients  who  had 
undergone  first-trimester  abortion  procedures. 
It  was  shown  that  complication  rates  were  accept- 
ably low  and  that  problems  resulting  from  infec- 
tion were  reduced,  when  compared  to  placebo,  by 
the  prophylactic  use  of  antibiotics. In  those 
studies,  patients  received  1.5  g oral  tetracycline 
two  to  three  hours  before  the  procedure  and  500 
mg  by  mouth  every  six  hours  for  four  days. 

In  a more  recent  study,  Soone-Holm  et  al 
showed  that  the  administration  of  antibiotics  re- 
duces the  incidence  of  post-abortion  infection 
during  the  first  trimester  only  in  those  patients 
with  a previous  history  of  pelvic  inflammatory 
disease."^  In  that  study,  two  million  units  of  peni- 
cillin G were  given  intramuscularly  30  minutes 
before  and  three  hours  after  the  procedure,  fol- 
lowed by  350  mg  pivampicillin  three  times  daily 
for  four  days. 

In  the  current  study,  only  the  antibiotic  dosage 
and  duration  of  therapy  were  selected  as  vari- 
ables. It  was  found  that  a short  perioperative 
course  of  antibiotics  (tetracycline  Ig  total,  com- 
pleted within  six  hours)  produced  results  equiva- 
lent to  the  conventional  usual  four-day  course 
(total  dose  4 g).  Complications  due  to  infection 
were  acceptably  low  in  each  group  and  consistent 
with  previous  studies  on  the  subject.^ 


These  results  are  not  surprising  as  similar 
trends  are  observed  in  other  phases  of  obstetrics 
and  gynecologv  where  shorter  courses  of  prophv- 
laxis  are  found  to  be  as  effective  as  longer  mea- 
sures. In  the  case  of  primarv  cesarean  section  and 
for  vaginal  and  abdominal  hysterectomy,  it  is 
common  to  terminate  prophvlaxis  within  12-16 
hours.®’  ® 

It  is  concluded  that  the  shorter  course  of  anti- 
biotic prophylaxis  in  elective  termination  of  preg- 
nancy is  safe  and  cost-effective  and  that  the  com- 
mon practice  of  three-to-five  day  prophylaxis 
should  be  abandoned.  In  view  of  the  short  oper- 
ating time  and  low  general  incidence  of  infection 
noted  with  mid-trimester  dilation  and  evacua- 
tion, it  is  probable  that  a short  course  of  antibiotic 
prophylaxis  also  would  be  acceptable  for  this 
group. 

Summary 

In  the  fields  of  obstetrics  and  gynecology,  the 
time  period  for  antibiotic  prophylaxis  has  been 
reduced  to  less  than  24  hours  for  such  major 
procedures  as  hysterectomy  and  primary  cesar- 
ean section.  This  study  compared  the  use  of 
short-course  antibiotic  prophylaxis  with  the  con- 
ventional three-to-five  day  therapy  for  elective 
first  trimester  abortion.  No  significant  difference 
in  efficacv  was  found. 
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Would  you  like 
Total  Financial  Control 
of  your  practice? 

Systems  Solutions 

provides  the  answer  to  computerized  medical  management 
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• Custom-designed  encounter  forms/super  bills 

• Password  protection 
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Our  solutions  include: 
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• Maintenance  & support 

• Telephone  Hotline 

• Data  entry  of  open  accounts 

• Customization  of  forms 

• All  hardware,  software  & furniture  from  one  place. 
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re*ha*bil‘i‘tate: 

to  restore  to  a condition  of  health  or  useful  and  constructive  activity. 


Rhode  Islanders  don’t  have  to  leave  the  State  for  inpatient  physi- 
cal rehabilitation.  Newport  Hospital’s  Vanderbilt  Rehabilitation 
Center  provides  the  most  comprehensive  medical  rehabilitation  in 
Rhode  Island,  southeastern  Massachusetts  and  eastern 
Connecticut.  The  Center  is  accredited  by  the  national 
Commission  on  Accreditation  of  Rehabilitation  Facili- 
ties and  the  Joint  Commission  on  Accreditation  of 
Hospitals  and  is  supported  by  the  general  medicaF  ''j. 

surgical  capabilities  of  a full  service  hospital.  V- 
Preadmission  screenings  are  pro- 
vided to  hospitals  throughout  the  area.’' 

For  further  information  or  a descriptive 
brochure  call  (401)  846-6400,  extension 
1845,  or  write  to;  Vanderbilt  Rehabilita- 
tion Center,  Newport  Hospital,  Friendship 
Street,  Newport,  Rhode  Island  02840. 


The  28  bed  Center  provides: 

• full-time  physiatry 

• physical  and  occupational  therapy 

• speech  and  hearing 

• psycho-social  services 

• rehabilitation  nursing 

• therapeutic  recreation 
• vocational  rehabilitation 
• prosthetics  and  orthotics 

VANDERBILT 

REHABILITATION  CENTER 
At  Newport  Hospital 

Fnendshjp  St.,  Newport.  RI  02840 
(401)846-6400,  ext.  1845 
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The  Impact  of  Advanced  Life  Support 
Training  for  Nursing  Personnei  in  an 
Outpatient  Renal  Dialysis  Center 

Such  Training  Significantiy  Improves  the  Chances  of  Survival 

Joseph  A.  Chazan,  MD 
Lucille  Pono,  RN 
Kenneth  B.  Unbares 


Since  the  reintroduction  of  closed  chest  resuscita- 
tion in  1960  and  the  subsequent  refinement  of 
these  techniques,  the  survival  of  patients  ex- 
periencing sudden  cardiac  arrest  has  improved 
significantly.  More  recently,  the  prompt  applica- 
tion of  advanced  cardiac  life  support,  including 
cardiac  drugs,  defibrillation,  and  insertion  of  an 
esophageal  or  endotracheal  obturator  airway,  has 
increased  the  number  of  successful  resuscita- 
tions. 

W e reviewed  the  results  of  treatment  adminis- 
tered to  patients  who  suffered  sudden  cardiac 
arrest  between  1973  and  1982  at  the  Artificial 
Kidney  Center  of  Rhode  Island,  a free-standing 
outpatient  dialysis  facility  in  East  Providence, 
Rhode  Island.  All  nurses  at  the  Center  must  be 
certified  in  basic  life  support.  In  1981,  selected 
nursing  personnel  also  were  trained  to  provide 
advanced  cardiac  life  support. 

Methods 

Center  personnel  have  performed  more  than 
200,000  treatments  on  600  different  patients 
during  the  past  10  years.  Approximatelv  650 


Joseph  A.  Chazan,  MD,  Medical  Director,  Artificial 
Kidney  Center  of  Rhode  Island,  East  Providence, 
Rhode  Island;  and  Clinical  Associate  Professor  of 
Medicine,  Brown  University  Program  in  Medicine. 

Lucille  Pono,  R\,  Xursing  Administrator,  Artificial 
Kidney  Center  of  Rhode  Island,  East  Providence, 
Rhode  Island. 

Kenneth  B.  Linhares,  Emergency  Cardiac  Care  Coordi- 
nator, American  Heart  Association,  Rhode  Island 
Affiliate,  Pawtucket,  Rhode  Island. 


treatments  per  week  currently  are  provided  to  an 
average  of  250  patients.  We  reviewed  our  experi- 
ence with  all  patients  who  suffered  sudden  car- 
diac arrest  during  dialysis  therapy  at  the  facility. 
Between  1973  and  1980,  12  patients,  none  of 
whom  were  successfully  resuscitated,  suffered 
sudden  cardiac  arrest.  In  1981  and  1982,  after 
selected  nurses  received  training  in  advance  car- 
diac life  support,  16  patients  suffered  cardiac 
arrest.  Of  these,  six  were  admitted  to  the  hospital 
and  four  recovered  completely. 

Treatment  of  acute  cardiopulmonary  arrest  is 
instituted  immediately  by  nursing  personnel.  Af- 
ter therapy  has  been  initiated,  the  East  Provi- 
dence Rescue  Squad  is  called.  The  rescue  unit 
usually  arrives  within  minutes,  and  telemetry  is 
provided  to  the  Coronary  Care  Lhrit  at  Rhode 
Island  Hospital.  If  a physician  is  present  at  the 
Center,  he  supervises  the  treatment  of  the  arrest. 
In  the  absence  of  a phvsician,  treatment  is  super- 
vised by  nursing  personnel,  and  the  patients  are 
transferred  to  the  Rhode  Island  Hospital  after 
they  have  been  stabilized. 

Results 

Table  1 shows  the  results  of  treatment  of  all  pa- 
tients who  suffered  acute  cardiopulmonary 
arrest  between  1973  and  1982.  When  the  age  of 
these  patients  is  compared  to  that  of  the  general 
population,  it  is  apparent  that  they  were  older 
and  that  many  had  preexisting  coronary  artery 
disease,  previous  myocardial  infarction,  and  evi- 
dence of  ventricular  irritability.  .-Ml  of  the  patients 
who  suffered  acute  cardiopulmonary  arrest  be- 
tween 1973  and  1980  died  in  the  emergency 
room  at  the  Rhode  Island  Hospital  where  they 
had  been  transported  ( fable  1).  Except  for  two 
patients,  all  were  in  ventricular  fibrillation.  Since 
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Table  1.  — Comparison  of  Patients  with  Cardiopulmonary  Arrest  and  Other  Dialysis  Patients 


Cardiopulmonarv  Arrest 

Dialysis  Population 

Number 

Sex 

Age  range  Average  age 

Sex 

Age  range 

Average  age 

16 

M 

56-87  68 

M 

16-82 

54 

12 

F 

60-73  78 

F 

18-80 

54 

Table  2.  — Patients  with  Cardiopulmonary  Arrest 


Number 

Age  Range 

Average  Age 

Ventricular 

Fibrillation 

Admitted  to 
Hospital 

Discharged  from 
Hospital 

1973-1980 

12 

58-78 

68 

10 

0 

0 

1981-1982 

16 

60-87 

73 

13 

6 

4 

1981,  six  of  16  patients  who  suffered  cardiopul- 
monarv  arrest  were  successfully  resuscitated  aud 
admitted  to  the  hospital.  Two  of  these  patients 
subsequently  died  of  pulmonary  infection, 
although  their  cardiac  status  had  been  returned 
to  normal.  Four  patients  were  successfully  re- 
suscitated without  sequelae  and  were  discharged 
after  an  uneventful  hospitalization.  Two  of  these 
patients  subsequently  suffered  another  myocar- 
dial infarction  and  died. 

Discussion 

Our  initial  experience  revealed  that  the  number 
of  patients  suffering  acute  cardiac  arrest  at  the 
■Artificial  Kidnev  Center  of  Rhode  Island  was  low, 
related  in  part  to  the  younger  age  of  the  treated 
population  and  the  association  of  fewer  serious 
medical  illnesses.  More  recentlv,  however,  the  di- 
alysis population  has  become  older.  More  of  these 
patients  have  multiple  serious  medical  problems 
in  addition  to  their  chronic  renal  failure.  This 
may,  in  part,  explain  why  while  there  were  only 
three  pulmonary  arrests  from  1973-1976,  there 
were  nine  from  1977-1980  and  16  in  1981  and 

1982.  -All  of  the  patients  suffering  cardiopulmo- 
nary arrest  died  until  Center  nurses  were  trained 
in  advanced  cardiac  life  support  and  were  avail- 
able for  resuscitation.  .After  such  training  was 
instituted,  six  patients  were  successfully  resusci- 
tated, and  four  were  discharged  from  the  hospi- 
tal without  sequelae.  This  dramatic  change  in  the 
success  rate  seems  to  indicate  that  advanced  car- 
diac life  support  training  is  extremely  effective 
for  the  nurses  who  provide  direct  patient  care.  .All 
free-standing  dialysis  centers  should  have 


enough  trained  nurses  to  provide  advanced  car- 
diopulmonary life  support.  Other  outpatient 
facilities  should  also  consider  similar  training 
programs  for  their  nursing  personnel. 

Summary 

Patients  suffering  from  sudden  acute  cardiac 
arrest  at  the  .Artificial  Kidney  Center  of  Rhode 
Island  during  a ten-year  period  were  reviewed. 
During  the  first  eight  years,  all  patients  ex- 
periencing acute  cardiac  arrest  died  despite 
prompt  attention  by  nurses  and  physicians.  Dur- 
ing the  past  two  years,  after  nursing  personnel 
were  trained  in  advanced  cardiac  life  support,  25 
per  cent  of  the  patients  suffering  acute  cardiac 
arrest  were  successfully  resuscitated  and  dis- 
charged from  the  hospital  after  admission. 

It  is  concluded  that  training  of  nursing  person- 
nel greatly  improves  the  chances  for  survival  for 
these  patients  suffering  acute  cardiac  arrest. 
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OFFICE  SPACE 
AVAILABLE 


Ideal  East  Side  Location 


900  square  feet 
Parking  available 


For  additional  information,  call  or  write: 

Thomas  Bliss,  MD 
124  Waterman  Street 
Providence,  Rhode  Island  02906 
401  831-4110 


Microscopes  - Sales  and  Service 

AFM  ASSOCIATES,  INC. 


(401)934-0934 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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HOME  NURSING  CARE 


Private  Duty  Nursing 


* REGISTERED  NURSES 

* LICENSED  PRACTICAL  NURSES 

* NURSE  AIDES 

* HOMEMAKERS 

* HOME  HEALTH  AIDES 


When  Home  Care  Is  Needed 

Please  Call  . . . 

CATHLEEN  NAUGHTON  ASSOCIATES 

Employes  Bonded  and  Insured 

(401)  461-5230 

Available  7 days  a week 
24  hours  a day. 


RELAX  FOR  7 DAYS! 

SPECIAL  LOW  GROUP  RATES 

Home  Lines  "Atlantic”  - March  16 
"Spring  Fever  Getaway" 

Holland  America  "Rotterdam"  - April  27 
"Ballroom  Dance  Group" 

"Nieuiv  Amsterdam” 

- Alaska  Inside  Passage  - June  27 
"Photographer's  Dream" 


/'"X  quACE  traveI  Inc. 

785-2020 


Dx:  recurrent 


HeRPecin-iL 


herpes  labialis 

Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  pen-oral  herpes."  GP,  New  York 


In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
With  low  risk  / high  benefit."  Derm.,  Miami 


"Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Rhode  Island,  HERPECIN-l  Coia 
Sore  Lip  Balm  is  available  at  all  CVS  Drug 
Stores  and  other  select  pharmaaes 


R.I.  MEDICAL  BUREAU,  INC. 


We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION,  NO  COMPUTER  DOWNTIME, 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
at  521-0900  Monday  through  Friday  between  9 am  and  4 pm 


Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses." 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401  331-3207). 
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cessfully.  When  presented  with  an  outline  map  of 
the  United  States,  he  recognized  it  as  such  and 
could  point  to  the  location  of  major  cities  pre- 
sented verbally.  Although  he  copied  complex 
geometric  figures  poorly,  he  was  able  to  draw  a 
diagram  of  the  Ooor  plan  of  his  house  and  of  his 
garden  which,  according  to  his  wife,  was  quite 


Fig  1 . X-ray  computed  tomographic  scan  performed  two 
years  after  onset  of  illness  demonstrates  mild  atrophy  of 
the  left  temporal  lobe  and  significant  dilatation  of  the  left 
lateral  ventricle. 

accurate.  When  presented  with  photographs  of 
popular  personalities,  he  could  not  identify  them 
by  name,  hut  could  demonstrate  recognition  by 
describing  their  salient  personal  characteristics. 
His  visual  and  spatial  memory  were  intact,  and  he 
was  aware  of  many  current  events.  A general 
phvsical  examination  was  normal,  and  neurolog- 
ical examination  revealed  slowing  and  irregular- 
ity of  rapid  alternating  movements  performed 
with  the  right  hand. 

Over  the  next  three  months  his  right  arm  be- 
came progressively  clumsier,  and  he  lost  the  abil- 
ity to  use  a telephone  effectively.  He  could  still 
follow  most  commands  and  insisted  that  he 
understood  what  others  said.  Quick  irregular 
muscle  jerks  in  his  right  arm  appeared  for  the 
first  time.  A repeat  EE(f  was  abnormal  because  of 
shifting  theta  and  delta  slowing  and  sharp  waves 
which  a])peared  bilaterally  over  the  frontal  and 
temporal  regions,  although  more  so  on  the  left 
side,  fhe  lumbar  spinal  opening  pressure  was 
180  mm  of  cerebrospinal  fluid,  which  contained 
58  per  cent  mg  protein  and  no  cells. 

Non-invasive  studies  of  the  carotid  circulation 
were  normal.  Tests  of  cerebral  blood  flow  and 
oxygen  utilization  demonstrated  reduced  values 
over  both  hemispheres  without  asymmetries. 
The  Wechsler  Adult  Intelligence  Scale  yielded  a 
full-scale  score  of  90  without  significant  discrej)- 


ancies  between  the  aggregate  verbal  and  per- 
formance scores.  Some  variations,  however,  were 
observed  among  the  WAIS  subtests,  especially  in 
the  verbal  scale.  Mental  calculations,  such  as  serial 
sevens,  were  performed  poorly,  and  his  digit 
span  was  three  forward  and  two  backward.  He 
scored  in  the  defective  range  on  the  Wechsler 
Memory  Scale  and  performed  poorly  on  the 
Bender-Gestalt,  Ravens  Matrices,  ancl  Benton 
Visual  Retention  Tests.  There  was  no  apparent 
visual  agnosia. 

Although  he  frequently  seemed  appropriately 
despondent  over  his  progressive  deficits  during 
the  first  two  years  of  his  illness,  his  depression 
gradually  lessened  and  he  often  seemed  in- 
appropriately Jocular.  His  wood-working  and 
gardening  skills  declined,  and  he  was  forced  to 
stop  driving  because  of  his  increasingly  erratic 
performance.  Coordination  of  his  right  arm  de- 
teriorated as  a result  of  myoclonus.  He  was  vir- 


Fig  2.  Left  lateral  view  of  the  brain  showing  moderate  to 
severe  generalized  atrophy,  accentuated  in  the  tempo- 
ral lobe  (long  arrow)  and  frontal  operculum  (short 
arrow). 

tually  unable  to  communicate  through  speech  or 
gestures  and  auditory  comprehension  was  also 
impaired.  Although  he  displayed  some  dexterity, 
could  walk  tandem,  and  exhibited  normal  muscu- 
lar tone  and  down-going  toes,  he  had  lost  all 
self-help  skills  due  to  ajjparent  apraxia.  During 
the  third  and  fourth  years  of  his  illness,  myoclo- 
nus worsened  and  spread  to  all  four  extremities, 
while  his  gait  and  balance  were  relatively  pre- 
served. He  developecl  a prominent  blepharo- 
spasm and  bilateral  grasj)ing.  Bowel  and  bladder 
function  were  retained.  ITsts  of  thyroid,  liver, 
renal,  and  bone  marrow  function  remained  nor- 
mal throughout  the  illness. 

When  examined  by  one  of  us  (SP)  four  years 
after  onset  of  the  illness,  the  patient,  who  was 
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then  59  years  old,  appeared  alert  with  Huent 
speech  that  was  completely  incoherent.  He  re- 
sponded to  his  name  and  apparently  recognized 
his  wife,  but  not  his  sister.  He  could  ncjt  properly 
hold  or  use  a pencil.  Snout  and  suck  reflexes  were 
present;  he  bit  the  tongue  depressor  and  would 
not  release  it.  There  was  generalized  myoclonus 
made  worse  with  intention;  deep  tendon  reflexes 
were  uniformly  brisk,  and  plantars  remained 
flexor.  He  demonstrated  an  abnormal  gait  by 
walking  bent  slightly  forward  and  shuffling  his 
feet  along  the  floor,  but  retained  his  balance. 
During  the  last  two  years  of  his  life,  he  developed 
generalized  seizures,  which  were  controlled  with 
appropriate  medication,  and  deteriorated  at  a 
more  rapid  pace.  He  declined  gradually  to  a 
vegetative  state  and  died  at  age  62  of  asjDiration 
pneumonia,  six  years  after  the  onset  of  his  illness. 

Neuropathologic  Findings 

The  brain  weighed  1 108  g.  The  gross  examina- 
tion after  formaldehyde  fixation  revealed  thin, 
delicate  leptomeninges  over  the  cerebral  convex- 
ities and  at  the  base  of  the  brain.  There  was  no 
atherosclerosis  of  the  major  cerebral  vessels.  The 
convolutions  of  the  cerebral  hemispheres  were 
moderately  to  markedly  atrophic  throughout  the 
brain,  especially  the  temporal  poles,  and  more  so 
on  the  left  side  (Fig  2).  The  left  frontal  operculum 
also  appeared  atrophic  or  underdeveloped. 
Coronal  sections  confirmed  more  atrophy  on  the 
left  side  and  a significantly  larger  left  lateral  ven- 
tricle (Fig  3).  In  the  most  significantly  atrophied 
areas,  the  cortical  mantle  was  abnormally  thin. 
No  abnormalities  of  basal  ganglia,  diencephalon, 
brain  stem,  or  cerebellum  were  noted  during  the 
gross  examination. 

Paraffin  embedded  coronal  whole  brain  sec- 
tions at  the  level  of  the  amygdala  (Fig  3a)  and 
pineal  body  (Fig  3b)  and  numerous  smaller  sec- 
tions were  stained  for  cells  (hematoxylin-eosin, 
cresyl  violet),  myelin  (Weil  and  luxol),  glial  (Hol- 
zer)  and  neuro fibrils  (Bielschowsky). 

There  was  widespread  nerve  cell  loss  and  reac- 
tive gliosis  in  the  temporal  and  parietal  lobes, 
especially  in  supragranular  cortical  layers  II  and 
III.  Neuronal  loss  and  gliosis  were  less  apparent 
in  the  frontal  and  occipital  lobes,  and  not  evident 
in  the  hippocampus  and  subiculum. 

Neuritic  plaques  and  neurofibrillary  tangles 
(Fig  4)  were  prevalent  and  their  density  of  dis- 
tribution generally  corresponded  to  the  degree 
of  neuronal  loss  and  gliosis.  In  the  hippocampus 
and  parahippocampal  formation,  neuritic 
plaques  were  found  almost  exclusively  in  area 


CAl  and  adjacent  to  the  rhinal  fissure.  Neurofi- 
brillary tangles  and  granidovacuolar  changes 
were  observed  also  in  hippocamjial  pyramids. 
Nerve  cell  loss,  gliosis,  and  neurofibrillary  tangles 
were  also  aj)j)arent  in  the  nucleus  basalis  of 
Mynert.  The  cytoplasm  of  many  cortical  pyra- 
mids and  the  large  neurons  of  nucleus  basalis 
were  often  distended  with  granular  yellow  j^ig- 
ment  comjiatible  with  lijjofuscin.  Ballooned 
neurons  with  pale  cytoplasm  (“Pick  cells”)  and 
argentophilic  intracytoplasmic  inclusions  (“Pick 
bodies”)  were  not  identified.  Neuritic  plaques 
were  also  densely  distributed  in  the  amygdaloid 
nuclei  and  neurofibrillary  tangles  were  prevalent 
in  large  neurons  of  the  amygdala  and  ventro- 
lateral hyp(jthalamus.  In  contrast  to  these  find- 
ings, the  cytological  appearance  of  the  basal 
ganglia,  thalamus,  brainstem,  and  cerebellum 
was  iK^rmal.  The  white  matter  of  the  temporal 
lobes  was  reduced  in  volume  and  abnormally  pale 
in  myelin  stains  (Fig  3),  especially  adjacent  to 
neocortical  areas  which  exhibited  the  most  severe 


Fig  3.  Coronal  sections  through  the  amygdala  (A)  and 
pineal  body  (B)  showing  atrophy  of  the  cerebral  hemi- 
spheres and  enlargement  of  the  lateral  ventricles.  The 
atrophic  process  is  more  pronounced  on  the  left.  The 
pallor  of  the  white  matter  under  the  temporal  neocortex 
with  relative  sparing  adjacent  to  the  parahippocampal 
gyri  is  also  apparent  (arrows)  (Weil’s  stain  for  myelin). 
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FUNNY  SMEUr’ 


THE  KINDS 
OF  DRUGS 
KDSARE 
GETTING 
WTO. 


It’s  not  easy  to  tell 
when  a kid  is  on  drugs. 
But  there  are  signs  that 
you  can  look  for.  Read 
about  them  in  our  free 
brochure,  "The  Kmds  of 
Drugs  Kids  Are  Getting  Into.”  And  if 
you  have  any  questions,  feel  free  to 
ask.  Because  we’re  in  a good  position 
to  tell  you  what  abusing 
drugs  can  do  to  kids.  ■ - # / 


PHARMACISTS  AGAINST 
DRUG  ABUSE 


ARE  YOU  PLANNING 
TO  MOVE? 


If  SO,  please  send  us  your  new  address 
at  least  six  weeks  before  your  planned 
move  to  continue  receiving  the  Journal 
on  a timely  basis. 

Please  send  your  new  address, 
together  with  your  current  Journal  mail- 
ing label,  to: 


Rhode  Island  Medical  Journal 
106  Francis  Street 
Providence,  Rhode  Island  02903 
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BUILD  ABETTER 
COMMUNITY 
WITH  YOUR 
BAREHAND& 


1 Car^ 


When  you  give  to  United 
Why,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood  ^ 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  UnIbed  VW^ 

A better  community  is  in  your  hands. 
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Aftera  nitrate, 
add  ISOFnPC 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOFnN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications;  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  livef  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter./fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0 8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumongenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block  3rd  degree  (0  8%),  bradycardia:  HR<50/min  (1  1%),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3.6%),  headache  (18%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94  5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


Motrin  reduces 
infLammation,  pain 

trice 


New  low  price...major  savings 

The  dramatic  reduction  in  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmacies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Good  medicine...good  value 


c 1984  The  Upjohn  Company 


The  Upiohn  Company 


Upjohn 


Kalamazoo,  Michigan  49001 


Motrin"  Tablets  (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin  iodides,  or  other  nonsteroidal  anti-inflammatory  agents 
Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration 
perforation  and  bleeding  may  end  fatally  An  association  has  not  been  established  Use  Motnn 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold  If  Motnn  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motnn  Tablets 
Precautioiis:  Blurred  and/or  diminished  vision,  scotomata,  and,  or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motnn  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing 
Ruid  retention  and  edema  have  been  associated  with  Motnn  Tablets,  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motnn  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 

Motnn  Tablets  can  inhibit  platetet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  detects  and  on  anticoagulant  therapy 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam,  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motnn 
Tablets  are  added 

The  antipyretic,  anti-inflammatory  activity  of  Motnn  Tablets  may  mask  inflammation  and  fever 
As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-intlammatory  drugs  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g eosinophilia,  rash,  etc ),  Motnn  should  be  discontinued 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motnn  blood  levels 
Coumann  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarm 
Pregnancy  and  nursing  mothers:  Motnn  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motnn  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
ItKidence  Greater  than  f/e  (but  less  than  Probable  Causal  Relationship 

Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence)  Central  Nervous  System:  Dizziness*  headache,  nervousness  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus  Metabolic/Endocrine: 
Decreased  appetite  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation,  see  PRECAUTIONS) 

Incidence  less  than  Po— Probable  Causal  Relationship’'’' 

Gastrointestinal:  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage  melena.  gastritis,  hepatitis,  laundice.  abnormal  liver  function  tests  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  (ever  and  coma  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens-Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and'or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia.  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  1%— Causal  Relationship  Unknown”  ” 

Gastroinlestinal:  Pancreatitis  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities  pseudotumor  cerebri  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions  Special  Senses:  Coniunctivitis.  diplopia,  optic  neuritis  Hematologic:  Bleeding 
episodes  (eg . epistaxis.  menorrhagia).  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked ) 

**Reactions  are  classified  under  Probable  Causal  Relationship  (PCR)  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  Causal  Relationship  Unknown  if  seven  or  more  events  have  been  reported 
but  the  criteria  (or  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug  is  acidic 
and  excreted  m the  urine  so  alkaline  diuresis  may  be  beneficial 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis  Suggested  dosage  is  300. 
400.  or  600  mg  1 1 d or  q I d Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b 7 s 
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FOR  THE  PREDIQABIUTY 
CONFIRMED  BY  EXPERIENCE 

QMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset‘s 

• More  total  sleep  time' 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed"'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^ 


Caution  patients  about  driving,  opicrating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  m elderly  or  debilitated  patients 
Contraindicated  dunng  pregnancy 


DALMAKEs 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Qin  Pharmacol  Ther 
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27:541-546,  Dec  1979.  6.  Kales  A.  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ. 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R etal:  Drugs  Exp  Qin 
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DALMANE'  S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Ob)ective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requinng 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapenng  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tenng  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness. staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  imtability.  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruntus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphona, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase:  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mq  or  30  mq 
flurazepam  HCI 
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Would  you  like 
Total  Financial  Control 
of  your  practice? 

Systems  & Solutions 

provides  the  answer  to  computerized  medical  management. 


Our  systems  feature: 

• Accounts  Receivable  reports  by  doctor,  insurance 
company,  or  patient 

• Automatic  completion  of  all  R1  BC/BS,  AMA,  Federal 
Medicare  forms  & statements 

• Appointment  scheduling 

• Custom-designed  encounter  forms/super  bills 

• Password  protection 

• Paperless  claims  processing  w/BC/BS. 


Our  solutions  include: 

• Two  week  continuous  on-site  training 

• Maintenance  & support 

• Telephone  Hotline 

• Data  entry  of  open  accounts 

• Customization  of  forms 

• All  hardware,  software  & furniture  from  one  place 


data 

systems 


THE  QUALITY  COES  IN  BEFORE  THE  NAME  COES  ()N 


Call  today  for  a complimentary  comprehensive 
system  analysis  of  your  practice 
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650  Greenwich  Avenue 
Warwick,  R1  02886 


723-2913 


Systems  Sr  Solutions  proudly  announces 
its  latest  computer  installation  at  the  practice  of 
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Dr.  John  Yashar,  M.D. 
and 

Dr.  James  Yashar,  M.D. 
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NEW  PATIENT  MATERIALS  ON  MEDICARE  ' 

FREEZE  NOW  AVAILABLE  7 '1904 

The  American  Medical  Association  produced 
posters  and  brochures  to  help  physicians 
explain  to  patients  why  they  have  chosen 
not  to  sign  a "participation”  agreement 
under  the  new  Medicare  provisions.  The 
attractive  posters  and  brochures  explain 
to  patients  that  the  changes  in  the  Medi- 
care law  need  not  affect  their  physician/ 
patient  relationship.  Sample  copies  of 
the  brochure  are  available  from  the  So- 
ciety’s office  at  401/331-3207. 

ALTERNATIVE  SOURCES  OF  MALPRACTICE 
COVERAGE  UNDER  STUDY 

The  Society  currently  is  investigating  al- 
ternative sources  of  malpractice  insurance 
to  the  Joint  Underwriting  Association  (JUA) , 
President  Dr  Paul  J.M.  Healey  told  the 
Executive  Committee  at  its  recent  meeting. 

Drs  Healey  and  Walter  Cotter  met  with  E. 

James  Stergiou  of  the  New  York  actuarial 
firm  Woodward  & Fondiller  to  evaluate  such 
options  as  establishment  of  an  off-shore 
company  and  captive  carriers.  A detailed 
report  is  expected  early  next  year. 

In  other  actions  at  its  November  12  meet- 
ing, the  Executive  Committee: 

• received  a report  on  the  current  sta- 
tus of  the  controversial  "pre-admission 
review"  program  of  Health  Care  Review, 

Inc.  Under  the  program,  physicians 
must  obtain  prior  approval  from  the 
professional  review  organization  (PRO) 
before  hospitalizing  Medicare  patients 
for  approximately  100  surgical  proce- 
dures. PRO  and  federal  officials  con- 
tend that  the  procedures  may  be  done 
safely  on  an  outpatient  basis. 

As  the  result  of  objections  raised  by 
the  RIMS  House  of  Delegates  at  its 
September  meeting.  Health  Care  Review 
agreed  to  postpone  implementation  of 


EXECUTIVE  COMMITTEE  MEETS  (continued) 

approximately  20  procedures  pending 
further  review  by  state  surgical  sub- 
specialty societies.  The  PRO  also  said 
that  an  expedited  review  method  would  be 
developed  for  patients  who  are  to  be 
hospitalized  within  one  or  two  days  of 
the  request  for  prior  approval. 

• noted  that  the  Society  plans  to  estab- 
lish a "key-man"  program  under  which  mem 
bers  will  be  asked  to  contact  their  ac- 
quaintances in  the  RI  General  Assembly 
on  crucial  legislative  items.  A survey 
concerning  this  matter  has  been  sent  to 
all  RIMS  members. 

• received  a recommendation  from  the  Nom- 
inating Committee  that  the  name  of  Dr 
Herbert  Rakatansky  as  president-elect 
be  submitted  to  the  Council  at  its  next 
meeting.  The  nomination,  if  approved  by 
the  Council,  will  be  forwarded  to  the 
House  for  action  at  its  next  meeting.  If 
elected.  Dr  Rakatansky  will  serve  for 
the  remainder  of  the  unexpired  term  of 
Dr  Leonard  S.  Staudinger,  who  recently 
resigned  the  position. 

Dr  Rakatansky,  currently  Chairman  of 
the  RIMS  Committee  on  Impaired  Physi- 
cians, served  as  president  of  the  Provi- 
dence Medical  Association  during  1982- 
1983.  He  is  a Providence  gastroentero- 
logist. 

RI  HOSPITALS  FACE  SUBSTANTIAL  HIKE 

Premiums  for  the  malpractice  reinsurance 
program  sponsored  by  the  Hospital  Associ- 
ation of  Rhode  Island  (HARI)  have  sky- 
rocketed 900  per  cent,  according  to  HARI 
officials.  Ten  of  the  hospitals  in  the 
state  are  insured  under  the  program. 

The  total  premium  costs  for  these  hospi- 
tals increased  from  $290,000  for  $10  mil- 
lion coverage  during  1982-1983  to  $2.6 
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HOSPITAL  PREMIUMS  SKYROCKET  (continued) 

million  for  the  same  protection  next  year. 
The  coverage  includes  excess  liability  in- 
surance for  all  ten  institutions  and  the 
excess  malpractice  premiums  for  physicians 
employed  by  four  hospitals.  The  rise  was 
attributed  largely  to  a substantial  in- 
crease in  premiums  for  physician  coverage, 
from  $31,000  to  $1.5  million. 

In  a related  development,  St.  Paul  Fire  & 
Marine  Insurance  Company  recently  issued  a 
report  based  on  its  claims  data  for  the 
years  1979  through  1983  which  alleges  12 
factors  to  be  the  principal  causes  of  mal- 
practice suits.  These  include  surgical 
post-operative  complications;  birth-related 
dysfunctions;  "inadvertent"  surgical  pro- 
cedures and  inappropriate  surgery;  failure 
to  diagnose  fracture,  dislocation,  and  neo- 
plasms; improper  treatment  of  fracture  or 
dislocation;  lack  of  physician  supervision; 
adverse  drug  reactions;  failure  to  diagnose 
pregnancy-related  problems;  complications 
from  infection;  and  improper  treatment 
during  an  examination.  Among  these  factors, 
claims  for  obstetrical  complications  and 
failure  to  diagnose  cancer  resulted  in  the 
highest  average  cost  of  settlement,  at 
$70,997  and  $41,883  respectively. 

LOCAL  PATIENT  SUPPORT  GROUPS  FORMED 

An  arthritis  educational  support  group  has 
been  established  by  the  Roger  Williams 
General  Hospital  to  provide  arthritis  pa- 
tients and  their  families  with  the  oppor- 
tunity to  share  experiences,  offer  support 
and  advice  to  one  another,  and  learn  more 
about  the  disease.  The  group  meets  on  the 
second  Tuesday  of  each  month  and  features 
different  guest  speakers  and  topics  rang- 
ing from  pain  control  to  physical  therapy 
exercises.  Additional  information  is  avail- 
able by  calling  456-2190  between  1 pm  and 
3pm,  Mondays  through  Fridays. 

The  newly-formed  Rhode  Island  affiliate 
of  the  National  Alopecia  Areata  Founda- 
tion also  will  meet  at  Roger  Williams  on 
Friday,  December  28,  at  7 pm.  The  group 
meets  monthly  to  provide  guidance  to  both 
child  and  adult  victims  of  baldness.  Addi- 
tional information  is  available  from  Anne 
Marie  lannetta  at  722-2164. 
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TECHNOLOGIGAL  INNOVATIONS  TARGETED  AS 
CULPRIT  IN  RISING  MEDICAL  COSTS 

Technological  innovations  are  the  "primary 
cause  of  the  increase"  in  US  health  care 
costs,  according  to  a report  recently  pub- 
lished by  the  US  Congressional  Office  of 
Technology  Assessment  (OTA) . Costs  related 
to  medical  technology  have  contributed  sub- 
stantially to  the  19  per  cent  annual  in-  I 
crease  in  Medicare  spending  since  1974.  The  • 
OTA  report  also  noted  that  Medicare  reim- 
bursement policies  have  encouraged  the 
growth  of  technology  and  made  it  available  ! 
to  more  and  more  patients.  "The  inappro- 
priate use  of  medical  technology  is  common  i 
and  raises  Medicare  and  health  system  costs 
without  improving  quality  of  care,"  the 
report  alleges.  OTA  staff  further  postu- 
late that  surgical  procedures,  laboratory 
tests,  and  other  tests  frequently  are  over- 
utilized, resulting  in  more  complex  inter- 
ventions and  longer  hospital  stays. 

Despite  the  alleged  scope  of  the  problem, 
however,  the  OTA  recommends  against  ra- 
tioning as  an  effective  means  of  controlling 
Medicare  costs  and  suggests  instead  the  de- 
velopment of  alternative  health  care  de- 
livery systems  as  the  "best  approach  to  the 
problem."  The  OTA  recommendations  often  are 
used  as  the  basis  of  Congressional  actions 
on  Medicare  financing. 

PROVIDENCE  CENTER  WINS  NATIONAL  AWARD 

The  Hospital  & Community  Psychiatry  Insti- 
tute of  the  American  Psychiatric  Associa- 
tion (APA)  recently  presented  a certificate 
of  significant  achievement  to  the  Center 
for  Counseling  & Psychiatric  Services,  520 
Hope  Street,  Providence.  The  award,  one 
of  six  presented  at  the  organization’s 
1984  meeting,  recognizes  PROJECT  CHILD, 
which  provides  an  intensive  treatment 
program  for  the  children  of  chronically 
mentally-ill  parents. 

PROJECT  CHILD  focuses  on  youngsters  from 
birth  to  five  years  of  age,  according  to 
Medical  Director  Dr  Michael  Ingall.  "The 
deinstitutionalization  of  the  chronically 
mentally  ill  has  returned  many  patients 
of  child-bearing  age  to  the  community," 

Dr  Ingall  said.  Almost  20  per  cent  of  the  i 
patients  at  the  Center  have  children  who  j 
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AWARD  PRESENTED  (continued) 

run  a 70  per  cent  risk  of  developing 
"severe  adjustment  problems  by  the  time 
they  reach  adolescence." 

To  work  toward  preventing  such  problems, 
the  program  screens  children  of  psychotic 
parents  to  detect  emotional  disturbances 
and  developmental  delays.  Upon  referral 
to  the  program,  each  family  has  a compre- 
hensive assessment  which  includes  a home 
study,  preschool  classroom  observation  if 
the  child  is  in  school,  and  various  tests 
to  measure  the  cognitive,  language,  social, 
and  physical  capabilities  of  the  child.  The 
family  and  child  receive  treatment  services 
at  the  Center  between  two  and  five  times 
weekly.  Another  feature  of  the  program  is 
its  innovative  "Baby  School,"  where  mothers 
learn  how  to  interact  with  their  infants 
and  toddlers  during  play  and  meal  times. 

ADDITIONAL  INFORMATION  AVAILABLE  ON 
SOUTHEAST  ASIAN  REFUGEES 

The  Rhode  Island  Department  of  Health  has 
published  a useful  reference  list  for  phy- 
sicians, nurses,  and  other  health  profes- 
sionals who  treat  Southeast  Asian  patients. 
"Southeast  Asian  Immigrant  Health  Issues: 

A Short  Bibiliography  for  Health  Profes- 
sionals," is  available  from  Dr  William  H. 
Holllnshead,  Division  of  Family  Medicine, 

RI  Department  of  Health  (277-2312) . The 
July  and  August  issues  of  the  Rhode  Island 
Medical  Journal  featured  papers  on  the  medi- 
cal, social,  and  cultural  complications  of 
treating  this  population. 

PHYSICIAN  OFFICE  EXPENSES  MOUNT 

According  to  the  Socio-Economic  Monitor- 
ing System  of  the  American  Medical  Associa- 
tion, the  average  total  professional  ex- 
penses of  self-employed  physicians  grew  by 
9.6  per  cent  from  $78,400  in  1982  to  $83,900 
last  year.  The  rate  of  increase  exceeded 
that  of  inflation  for  the  same  period  by 
5.8  per  cent. 

The  major  factors  contributing  to  the  hike 
were  malpractice  premiums,  office  expenses, 
and  medical  supply  costs.  The  percentage 


COSTS  OF  DOING  BUSINESS  HIGHER  (continued) 

increases  for  these  items  between  1982  and 
1983  were  22.4  per  cent,  20  per  cent,  and 
17.9  per  cent,  respectively.  At  $29,200  in 
1983,  nonphysician  personnel  expenses  were 
still  the  largest  single  component.  The 
level  of  personnel  expenses,  however,  repre- 
sented a decline  of  3.9  per  cent  from  1982. 
This  decline  partially  offset  increases 
for  other  expense  items,  thus  moderating 
the  rise  in  overall  expenses  for  1983. 

HMOs  EXPERIENCE  DRAMATIC  GROWTH 

According  to  InterStudy,  a Minneapolis- 
based  health  policy  research  center,  health 
maintenance  organizations  (HMOs)  have  ex- 
perienced a dramatic  growth  during  the  past 
year,  with  290  HMOs  currently  serving  13.6 
million  patients.  Enrollment  in  HMOs  in- 
creased 15.4  per  cent  from  June  1982  to 
June  1983,  the  largest  one-year  single  gain 
since  1978.  The  national  Blue  Cross  & Blue 
Shield  Association  recently  reported  that 
plans  sponsored  by  the  Blues  showed  a 26 
per  cent  membership  increase  last  year. 

A Wall  Street  research  firm.  Frost  & Sulli- 
van, has  predicted  that  HMO  revenues  will 
"skyrocket  in  this  decade."  They  project 
that  the  number  of  Medicare  beneficiaries 
enrolled  in  HMOs  will  increase  from  4 to  20 
per  cent.  The  total  number  of  HMO  patients, 
according  to  the  firm,  is  expected  to  tri- 
ple from  13  million  in  1983  to  40  million 
by  1990.  HMO  income  is  expected  to  increase 
from  $9.6  billion  last  year  to  $70  billion 
by  the  end  of  the  decade. 

PERIPATETICS 

Rhode  Island  physicians  in  the  news  are: 

• New  fellows  of  the  American  College  of 
Physicians  include  Drs  Dennis  H.  Novack, 
Tom  J.  Wachtel,  and  Steven  A.  Wartman, 
all  of  Providence. 

• The  University  of  Claude  Bernard,  Lyon, 
France  recently  awarded  the  honorary 
doctor  of  medicine  degree  to  Dr  Jacques 
Susset , chief  of  urology  at  the  Roger 
Williams  General  Hospital. 
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PRACTICE  MANAGEMENT  QUESTION  OF  THE  MONTH: 


EUALUATIMG  CONTRACTS  BETWEEN  PHYSICIANS  ANV  HOSPITALS 


The  increasingly  competitive  health  care  industry  and  implementation  of  the  prospec- 
tive payment  system  under  Medicare  have  resulted  in  new  types  of  economic  relation- 
ships between  hospitals  and  physicians.  In  response  to  economic  pressure,  many  phy- 
sicians and  their  hospitals  are  establishing  joint  ventures  and  other  business  en- 
tities for  their  mutual  benefit.  Participants  may  include  a single  hospital  and  its 
medical  staff  or  several  hospitals  and  their  attending  physicians. 

The  nature  of  the  contract  between  physicians  and  hospitals  depends  primarily  on 
the  kind  of  activity  which  the  business  entity  will  sponsor.  This  may  be,  for  exam- 
ple, a free-standing  emergency  care  unit  or  a diagnostic  imaging  center  owned  and 
operated  by  the  joint  venture.  Some  physician/hospital  entities  are  developing  DRG 
incentive  plans  designed  to  offer  financial  awards  to  those  physicians  who  provide 
quality  medical  care  in  the  most  efficient  manner.  The  intended  activity  of  the 
joint  venture,  which  typically  is  established  as  a partnership  or  corporation, 
should  be  described  specifically  in  the  contract. 

Before  signing  any  contract,  however,  you  should  obtain  satisfactory  answers  to 
the  following: 

• How  will  participation  in  the  venture  affect  your  medical  practice  and  your 
ability  to  provide  quality  medical  care  to  your  patients? 

• Who  will  be  responsible  for  managing  the  venture? 

• Have  provisions  been  made  for  adequate  representation  by  participating 
physicians  on  the  governing  board? 

• What  opportunities  will  you  have  to  participate  in  the  management  of  the 
venture? 

0 What  control  will  you  have  concerning  its  present  and  planned  activities 

and  operation? 

0 Is  your  contribution  to  management  sufficient  to  assure  maximum  benefits 

for  your  practice? 

0 Is  the  venture  financially  sound? 

0 What  improved  patient  service  opportunities  or  direct  financial  rewards 

can  you  expect  as  a result  of  your  participation?  What  is  the  antici- 
pated rate  of  return?  How  long  will  it  take  to  receive  a return?  Is  the 
period  of  anticipated  benefits  outlined  in  the  contract? 

0 What  are  the  provisions  for  terminating  your  participation?  Are  you  re- 

quired to  delay  selling  your  interest  until  another  investor  buys  it? 

As  with  any  contract,  the  agreement  between  the  hospital  and  its  physicians  is 
legally  binding.  It  is  recommended  that  physicians  consult  with  their  attorneys 
and  tax  advisers  during  their  initial  investigations  of  the  joint  venture. 
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Here's  how  the  LR.S.  sees 
up  to  $30,000  of  your  yearly  income 
if  it^  in  a Hospital  Trust 
Keogh  plan. 
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If  you're  self-employed  and  unincorporated/  Hospital  Trust  has 
a retirement  plan  that  can  be  15  times  better  than  an  IRA. 


A Keogh  tax-sheltered  retirement 
savings  plan 

With  a Hospital  Trust  Keogh,  you  can 
establish  a retirement  savings  plan  and 
obtain  a yearly  tax  deduction  for  the 
amount  contributed. 

In  fact,  recent  legislation  allows  you  to 
contribute  up  to  25%  of  your  earned 
income,  or  $30,000  (whichever  is  less)  into 
your  Hospital  Trust  Keogh  plaa 
It's  similar  to  an  IRA,  only  better,  because 
with  a Keogh: 

1.  You  can  deduct  up  to  $30,000 

2.  You  may  be  eligible  for  preferential  tax 
treatment  at  retirement 

3.  If  you  need  an  extension  to  file  your  taxes, 
you  automatically  receive  an  extension 
to  make  your  Keogh  contributioa 

The  Hospital  Trust  advantage 

A Hospital  Trust  Keogh  offers  you  features 
that  most  others  don't. 

More  investment  choices— From  a variety 
of  high  yielding,  FDIC  insured  Keogh 
Savings  Certificates  to  a family  of  Dreyfus 
Mutual  Funds,  you  can  choose  from  an 
array  of  investrnent  vehicles  to  achieve  your 
own  unique  investment  objectives. 
Simplified  plan  design— Plans  that  allow 
you  to  establish  your  contribution  based  on 
a percentage  of  earned  income  or  lets  you 
tie  your  contribution  to  business  profits 
are  available. 

Select  the  plan  that  best  suits  your  particular 
needs. 

Flexible  contribution  schedule 

—Contributions  to  your  Hospital  Trust 
Keogh  can  be  made  weekly,  monthly, 
quarterly  or  annually. 

Easy-to-understand  status  reports 

—Hospital  Trust  will  furnish  you  with 
semi-annual  status  reports  summarizing  all 
activity  within  your  Keogh  plan  in  a clear, 
easy-to-understand  format. 


No  opening  costs— It  costs  you  nothing 
to  establish  your  Keogh  plan  with  Hospital 
Trust.  (There  may  be,  depending  on  the 
investment  vehicles  you  select,  a minimal 
installation  and  maintenance  fee.  These 
costs  are  also  fully  tax  deductible.) 

The  time  to  act  is  now 

If  you  plan  to  take  a deduction  for  1984, 
you  must  establish  your  plan  by  December 
31st.  Once  your  plan  is  establisned, 
contributions  can  be  made  right  up 
to  April  15, 1985,  or  an  extension  date. 

Find  out  more  about  how  a Hospital  Trust 
Keogh  can  work  for  you.  Call  Harry  Fager 
at  401-278-7735  or  fill  out  and  send  in  this 
coupoa 

r#  Hospital  Trust  | 

j □ I am  self-employed  and  unincorporated. 

■ Please  send  me  more  information  on  how 
I a Hospital  Trust  Keogh  plan  can  help  me 
I shelter  up  to  $30,000/yr.  for  my  retirement. 

□ Please  have  a Hospital  Trust  Keogh 
representative  call  me  immediately. 


name 


address 


city 


state  zip  code 


phone  number 

Mail  to:  Hospital  Trust 

One  Hospital  Trust  Plaza 
Providence,  RI  02903 
Attn:  Harry  Fager 


Member  FDIC 
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Blackstone  Valley 
Surgicare 

An  Affiliate  of  Medical  Care  International,  Inc. 


Easier  for  you,  nicer  for  them. 

• Same-Day  Surgery  facilities  for  general 
surgeons,  gynecologists,  plastic  surgeons, 
opthalmologists,  oral  surgeons,  otolaryngol- 
ogists', orthopedists 

• Managed  hy  physicians  with  the  doctor  in  mind 

• Open  staff 

• Full-Time  hoard  certified  anesthesia  service 

• Block  hookings  available 

• Warm,  personalized  environment 

• Nursing  staff  specially  trained  in  ambulatory 
surgical  care 

• Easy  access  from  Route  95;  plenty  of  parking 

• Full  Blue  Cross,  Medicare  and  commercial 
insurance  coverage 

• Accredited,  Accreditation  Association  for 
Ambulatory  Health  Care,  Inc. 

• Licensed  and  Accredited  hy  State  of  Rhode 
Island 

Call  728-3800  for  more  information  and  bookings. 

Blackstone  Valley  Surgicare 
333  School  Street 

Pawtucket,  Rhode  Island 

The  Preferred  Choice  for  Outpatient  Surgery 
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It  Is  to  Be  Hoped  That  This  Trend  Will  Be  Resisted 
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553  Special  Report 

New  Perspectives  Concerning  Do-Not-Resuscitate  Orders 

Thomas  D.  Gidley,  LLB 
Dennis  A.  Robbins,  PhD,  MPH 

COVER 

The  National  Christmas  Tree,  Washington,  DC.  The  officers  and  staff  of  the  Rhode  Island  Medical  Society  and  the  Rhode  Island 
Medical  Journal  should  like  to  take  this  opportunity  to  wish  you  and  your  family  the  best  of  the  holiday  season  and  a happy  and 
prosperous  1985. 

Photograph  provided  courtesy  of  the  office  of  Congresswoman  Claudine  Schneider. 
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why  so  many  doctors 
feel  so  good  about 
Master  Health! 


Master  Health  is  based  on  preventive  medical  care,  so  it 
covers  more  patient  services,  including  office  visits.  Emergency 
Room  visits,  out  of  area  medical  care,  physical  exams,  immuniza- 
tions and  much  more. 

And  Master  Health  reimburses  physicians  for  their  services 
promptly,  with  no  hassles,  no  red  tape. 

Master  Health  is  designed  to  keep  hospital  stays  short  and 
costs  under  control,  so  it  can  cover  a much  broader  range  of  home 
care  and  non-hospital  costs.  That’s  not  the  case  with  other  health 
care  plans. 

That’s  why  so  many  doctors  feel  so  good  about  Master  Health. 
And  why  you  will,  too. 
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Extracorporeal  Shock  Wave  Lithotripsy 


Doctor  George  Pfister,  radiologist  at  the  Mas- 
sachusetts General  Hospital,  recently  presented 
to  an  audience  in  Providence*  a new  method  of 
destroying  renal  and  ureteral  stones  noninvasive- 
ly.  Hitherto,  the  most  advanced  method  of  non- 
surgical  removal  has  been  by  percutaneous  stone 
extraction  through  percutaneous  nephrostomy 
using  flexible  or  rigid  endoscopes,  grasping  for- 
ceps baskets,  ultrasonic  lithotripsy,  or  a combina- 
tion of  these  procedures.  Chemical  dissolution  of 
some  types  of  stones  has  also  been  possible.  White 
and  Smith  have  been  able  to  remove  percu- 
taneously  95  per  cent  of  pelviocaliceal  stones  and 
80  per  cent  of  ureteral  stones  in  200  patients  by 
these  methods.'  Similarly,  Reddy  et  aP  have  re- 
covered 95  caliceal  and  otherwise  poorly  accessi- 
ble stones  from  53  patients. 

Extracorporeal  shock  wave  lithotripsy  as  de- 
veloped in  Germany  is,  however,  totally 
noninvasive.^’  Although  both  shock  waves  and 
ultrasonic  waves  are  governed  by  the  same  laws  of 
acoustics,  in  terms  of  energy  content  they  are 
fundamentally  different.  While  ultrasound  ex- 
hibits sinusoidal  wave  form,  a shock  wave  consists 
of  a positive  pressure  front  of  multiple  frequen- 
cies with  a steep  onset.  The  shock  waves  give  rise 
to  mechanical  stresses  which  break  the  brittle 
stones.  The  waves  can  be  transmitted  freely 
through  the  body  without  loss  of  energy  if  there  is 
an  appropriate  transition  medium  such  as  water. 
They  do  not  damage  body  tissues  in  passing 
through,  and  they  can  be  focused  by  suitable  re- 
flectors. The  stones  are  located  by  two  indepen- 
dent x-ray  image  conversion  systems  arranged  so 
that  they  intersect  at  the  focus  of  the  shock  wave. 

The  patient,  suspended  in  a chair  in  a water 
bath,  is  surrounded  by  the  imaging  equipment 
and  shock  wave  generator.  Cardiac  arrhythmias 
and  extrasystoles  can  be  precipitated  by  the  shock 
wave,  so  that  triggering  of  the  shock  wave  is  now 
coupled  to  the  R wave  of  the  ECXi,  minimizing  the 
hazard.  The  total  number  of  impulses  per  treat- 
ment is  limited  to  the  order  of  One  thousand.  The 


* Georj^e  .\uditorium,  Rhode  Island  Hospital,  Septemljcr  17,  1984. 


patient  must  be  anesthetized.  Ureteral  stones  be- 
hind the  pelvis  are  not  accessible.  Stones  that  have 
been  in  the  ureter  longer  than  six  weeks  are 
usually  imbedded  in  the  ureteral  wall  and  sur- 
rounded by  a matrix  of  organic  material  and  they 
cannot  be  dispersed.  Pathological  drainage  con- 
ditions below  the  stone  also  constitute  a contrain- 
dication. Large  stones,  particularly  large 
staghorn  stones,  may  not  be  amenable  to  treat- 
ment, although  fragmentation  may  facilitate  later 
removal  by  surgery  or  percutaneous  endoscopy. 
The  whole  treatment  takes  about  an  hour  and  the 
actual  radiation  about  one  minute.  Chaussy  and 
co-workers^  recently  reported  their  results  in 
1068  cases  treated  during  a four-year  period. 
Eighty-eight  per  cent  of  cases  responded  to  one 
treatment.  Two  or  three  consecutive  treatments 
were  required  in  the  remaining  12  per  cent  of 
cases.  Radiological  follow-up  three  months  after 
treatment  revealed  90  per  cent  of  patients  to  be 
free  of  stones. 

Now  for  the  bottom  line,  as  they  say.  The 
equipment  (currently  available  only  from  Philips) 
costs  about  $1.25  million.  Preparing  a room  and 
providing  the  necessary  support  systems  brings 
the  total  initial  cost  to  about  $2  million.  Consider- 
ing the  limited  number  of  cases  for  which  this 
new  modality  will  be  indicated,  we  wonder  how 
the  health  planning  groups  in  Rhode  Island  will 
respond  when  inevitably  they  receive  requests  for 
certificates  of  need  from  all  over  the  state. 

Seebert  J.  Goldowsky,  MD 
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“When  the  Ayerst  rep  told  me 
it  costs  about  45<t  a day, 

I said  you  can  stop  right  there.” 

Most  doctors  are  pleasantly  surprised  to  learn  that  the  average  cost  of 
daily  therapy  with  the  world’s  most  widely  used  beta  blocker  is  so  little, 
not  much  more  than  the  cost  of  a daily  new^aper. 

When  it’s  INDERAL  tablets  (propranolol  hydrochloride)  you  want  for 
your  hypertension  patients,  remember  to  specify  Dispense  As  Written 
(DAW)  or  Do  Not  Substitute  on  your  prescriptions.  That  way,  you  can 
always  be  assured  they’ll  get  INDERAL®. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 

INDERAL 

(PHuPrAN^L^L  Ha 

Small  price  to  pay. 


I 


“When  the  Ayerst  rep  told  me 
it  costs  about  45f  a day, 

I said  you  can  stop  right  there.” 

INDERAL- 

(PROPRANOLOL  HCI) 

<»  <H>  «>  ® <S>  <S> 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 


INDERAL®  (propranolol  hydrochloride)  Tablets 

CLINICAL  PHARMACOLOGY 

The  Beta-Blocker  Heart  Attack  Trial  (BHAT)  was  a National  Heart,  Lung  and  Blood  Institute- 
sponsored  multicenter,  randomized,  double-blind  placebo-controlled  Inal  conducted  in  3t 
U.S.  centers  (plus  one  in  Canada)  in  3.837  persons  without  history  ol  severe  congestive  heart 
failure  or  presence  of  recent  head  failure:  cedain  conduction  defects,  angina  since  infarction, 
who  had  survived  the  acute  phase  of  myocardial  infarction  Propranolol  was  administered  at 
either  60  or  80  mg  t i.d  based  on  blood  levels  achieved  during  an  initial  trial  of  40  mg  1 1 d 
Therapy  with  INDERAL.  begun  5-21  days  following  infarction,  was  shown  to  reduce  overall 
modality  up  to  39  months,  the  longest  period  of  follow-up  This  was  primarily  attributable  to  a 
reduction  in  cardiovascular  modality  The  protective  effect  of  INDERAL  was  consistent 
regardless  of  age.  sex  or  site  of  infarction.  Compared  to  placebo,  total  mortality  was  reduced 
39%  at  12  months  and  26%  over  an  average  follow-up  period  of  25  months  The  Norwegian 
Multicenler  Trial  in  which  propranolol  was  administered  at  40  mg  q i d gave  overall  results 
which  suppod  the  findings  in  the  BHAT 

Although  the  clinical  trials  used  either  1 1 d or  q i d.  dosing,  clinical,  pharmacologic  and 
pharmacokinetic  data  provide  a reasonable  basis  for  concluding  that  b i d dosing  with  pro- 
pranolol should  be  adequate  in  the  treatment  of  post-infarction  patients. 

CLINICAL;  In  the  BHAT,  patients  on  INDERAL  were  prescribed  either  180  mg/day  (82%  of 
patients)  or  240  mg/day  (18%  of  patients).  Patients  were  instructed  to  take  the  medication  3 
times  a day  at  mealtimes.  This  dosing  schedule  would  result  in  an  overnight  dosing  interval  of 
12  to  14  hours  which  is  similar  to  the  dosing  interval  for  a b i d regimen.  In  addition,  blood 
samples  were  drawn  at  various  times  and  analyzed  for  propranolol  When  the  patients  were 
grouped  into  terliles  based  on  the  blood  levels  observed  and  the  mortality  ih  the  upper  and 
lower  tertiles  were  compared,  there  was  no  evidence  that  blood  levels  affected  mortality. 

PHARMACOLOGIC  Studies  in  normal  volunteers  have  shown  that  a 90  mg  b i d regimen 
maintains  beta  blockade  at,  or  above,  the  minimum  for  60  mg  1 1 d dosing  for  24  hours  even 
though  differences  occurred  at  two  time  intervals  At  10-12  hours  after  the  first  dose  of  the  day. 
1 1 d dosing  gave  more  beta  blockade  than  b i d dosing,  at  20-24  hours  the  trend  of  the  rela- 
tionship was  reversed  These  relationships  were  similar  in  direction  to  those  observed  for 
plasma  propranolol  levels  (see  Pharmacokinetic) . 

PHARMACOKINETIC  A bioavailability  study  in  normal  volunteers  showed  that  the  blood 
levels  produced  by  180  mg/day  given  b i d are  below  those  provided  by  the  same  daily  dos- 
age given  1 1 d at  10-12  hours  after  the  first  dose  of  the  day  but  above  those  of  a t.i  d regimen 
at  20-24  hours  However,  the  blood  levels  produced  by  b i d dosing  were  always  equivalent 
to  or  above  the  minimum  for  1 1 d dosing  throughouf  the  24  hours.  In  addition,  the  mean  AUC 
on  the  fourth  day  for  the  b,i  d regimen  was  about  17%  greater  than  for  the  1 1 d regimen  (1,194 
vs,  1.024  ng/mkhr) 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  In  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  btock.  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE.  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  ctosely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  m some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
tNDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agemeht  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


Nonaffergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 


INDERAL  (propranolol  hydrochloride)  should  be  administered  with  caution  since  it  may  block 
bronchodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  ol  general  anesthesia 
and  surgical  procedures 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
Its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin. 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests, 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  INDERAL  is  not  indicated  for  the  treatment  of  hypeflensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  admrnistered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy,  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System.  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia:  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory,  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol 
•The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories 
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Peer  Review  Is  Big  Business 


The  negotiated  contract  between  the  federal 
Health  Care  Financing  Administration  (HCFA) 
and  Health  Care  Review,  Inc,  the  professional 
review  organization  (PRO)  for  Rhode  Island, 
with  a price  tag  of  $ 1 ,299,846  is  not  insignificant. 

The  stated  objectives  and  outcome  milestones  of  the 
contract  are  of  even  greater  significance  to  prac- 
ticing physicians.  These  elements  of  the  two-year 
agreement,  which  became  effective  on  August  1 , 
1984,  really  address  the  raison  d’etre  of  govern- 
ment-financed operations  for  hospital  utilization 
review  and  quality  control.  The  contract’s  numer- 
ous provisions  can  be  reduced  to  one  simple 
equation:  Medicare  dollars  are  to  be  cut  by  de- 
nying payment  for  procedures  which  may  be  per- 
formed on  an  outpatient  basis  or  by  reducing  the 
actual  hospital  admissions  in  specific  diagnosis- 
related  group  (DRG)  categories. 

The  push  toward  ambulatory  care  resulted  in 
the  outpatient  surgery  list  which  was  prom- 
ulgated last  September.  This  list  of  some  58  pro- 
cedures, which  require  prior  authorization  for 
hospitalization,  created  a furor  and  unleashed  a 
barrage  of  letter  writing  to  the  PRO.  It  was  a 
major  agenda  item  of  the  RIMS  House  of  Dele- 
gates at  its  September  19  meeting,  resulting  in  the 
apppintment  of  an  ad  hoc  committee  to  meet  with 
officials  of  Health  Care  Review.  As  a result  of  the 
meeting,  18  procedures  from  the  initial  list  were 
deleted  temporarily.  After  further  consultation 
with  surgical  specialty  societies,  the  PRO  has  pub- 
lished a modified  list  which  eliminates  10  surgical 
procedures.  The  remaining  eight  will  require 
pre-admission  authorization,  either  by  letter  or 
completion  of  an  outpatient  surgery  form  which 
documents  the  specific  medical  reasons  for  hospi- 
talization. Among  the  eight  are  hemorrhoidec- 
tomy, herniorrhaphy,  and  cataract  extraction. 

But  why  a list  in  the  first  place?  Quite  simply, 
because  the  initial  objective  of  the  PRO  contract  is 
the  elimination  of  an  estimated  1,114  inpatient 
hospital  admissions  in  Rhode  Island  relating  to 
the  58  procedures  (now  48)  listed  in  Health  Clare 
Review  proposal.  PRO  claims  that  these  proce- 
dures can  be  performed  “safely  and  effectively  in 
the  ambulatory  setting.” 


The  second  objective  is  the  reduction  in  hospi- 
tal admissions  by  almost  one-third,  or  nearly  600 
in  all,  in  ten  specific  DRG  categories:  24  (sei- 
zures), 25  (headaches),  65  (disequilibrium),  188 
digestive  disease  diagnoses),  243  (back  prob- 
lems), 325  (kidney  dysfunctions  and  urinary  tract 
infections),  395  (red  blood  cell  disease),  410 
(chemical  dependency),  433  (alcohol-related  dys- 
functions), and  437  (other  substance  abuse  prob- 
lems). The  results  will  be  evaluated  on  a quarterly 
basis.  Another  objective  is  the  reduction  in  the 
number  of  Medicare  patients  admitted  for 
permanent  pacemaker  insertions  by  200.  The 
contract  also  proposes  reducing  the  number  of 
admissions  to  rehabilitation  units  for  fractured 
hips  and  eliminating  100  admissions  to  Zambar- 
ano  and  Rhode  Island  Medical  Center. 

Moreover,  parts  of  the  contract  also  deal  with 
the  quality  of  medical  care.  Specifically,  there  are 
five  quality  objectives:  reduction  of  Medicare  read- 
missions within  seven  days  of  premature  dis- 
charge; 50  per  cent  reduction  in  the  number  of 
avoidable  deaths  among  Medicare  patients  with 
pulmonary  emboli;  reduction  by  9 per  cent  the 
number  of  Medicare  patients  in  whom  temporary 
or  permanent  pacemakers  were  unnecessarily 
placed;  and  reduction  of  postoperative  urinary 
tract  infection  by  40  per  cent  of  patients  with 
indwelling  Foley  catheters. 

It  should  be  noted  that  Maine  also  must  deal 
with  comparable  objectives.  Health  Care  Review, 
Inc  of  Rhode  Island  recently  signed  a two-year 
contract  worth  $1,650,000  to  perform  PRO  ser- 
vices for  that  state.  This  is  indeed  a large  order. 

Obviously,  there  is  much  more  to  a 50-page 
contract  than  this  brief  summary  would  indicate. 
It  also  covers  documentation  procedures,  review 
summaries,  progress  reports,  PRO  review  activ- 
ity, denial  (letermination,  sanction  activity  re- 
ports, and  the  recjuired  delivery  schedule.  While 
the  entire  process  woidd  appear  to  be  a 
monumental  undertaking,  it  must  be  done  be- 
cau.se  of  the  dictates  of  federal  law.  HCT'A  be- 
lieves that  it  is  worth  $1,299,846  to  accomplish 
these  objectives  in  Rhode  Island. 
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Since  we  began  our  Special  Research 
Series  in  mid-1975,its  stocks  have  moved 

Up 1783% 


Oppenheimer’s  Special  Research  Series  emphasizes  smaller 
capitalization  stocks  or  those  that  traditional  Wall  Street  analy- 
sis overlooks  or  misperceives.  The  results  show  that,  since  its 
inception  in  mid-1975,  the  Series  has  done  more  than  23  times 
as  well  on  a weighted  basis  as  the  overall  market  (1783%  vs. 
76%  for  the  S&P  400).  During  the  same  period,  our  Regular 
Recommended  List,  which  tends  to  emphasize  larger  capitali- 
zation companies  that  are  widely  followed,  has  performed 
twice  as  well  as  the  overall  market  (152%  vs.  76%  for  the  S&P). 

Of  course,  not  every  stock  on  each  list  has  performed  well, 
and  past  overall  success  is  no  guarantee  of  future  performance 
or  of  how  any  single  recommendation  fared.  Still,  we  are  proud 
of  our  results  and  would  be  happy  to  send  you  our  latest  Prog- 
ress Report  which  includes  our  Current  Special  Research 
Series  recommendations. 

In  order  to  offer  you  this  outstanding  research  and  the 
other  products  that  this  premier  investment  firm  makes  avail- 
able to  the  sophisticated,  high-income  investor.  Dr.  William  A. 
Landes  has  joined  Oppenheimer  & Co.,  Inc.  As  a former 
practicing  physician,  he  understands  your  investment  needs 
well.  Please  call  him  at  (800)  221-5833  or  (212)  825-3711  or  re- 
spond with  the  attached  business  reply  card. 


Oppenheimer  & Co.Jnc. 

Uncommon  Sense" 


One  New  York  Plaza 
New  York,  New  York  10004 

Member  SiK" 
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Medical  Education:  Past,  Present, 
and  Future 

Medical  Education  Must  Be  Adequately  Funded  to  Provide  Efficient  High  Quality 
Health  Services  to  All 


John  I.  Sandson,  MD 


While  few  would  disagree  that  in  1983  the  United 
States  is  the  leading  center  of  medical  education 
in  the  world,  it  was  not  until  after  World  War  II 
that  the  nation  began  to  receive  recognition  as  the 
outstanding  site  of  medical  education. 

An  Historical  Overview 

In  the  early  colonial  days  medical  education  was 
in  the  apprentice  mode.'  Some  of  the  better- 
trained  physicians  spent  time  in  Europe,  in  the 
very  early  days  in  Padua  or  Leyden  and  later  in 
Edinburgh,  Paris,  London,  or  \denna.  The  first 
medical  school  and  teaching  hospital  was  started 
in  1765  in  Philadelphia  at  the  College  of  Phil- 
adelphia, later  to  be  reconstituted  as  the  L'niversi- 
ty  of  Pennsylvania.  The  second  medical  school 
was  founded  in  1768  at  Kings  College,  New  York, 
the  predecessor  of  the  College  of  Physicians  and 
Surgeons;  and  the  third  came  into  existence  in 
Boston  at  Harvard  University  in  1782. 

The  nineteenth  century  saw  many  medical 
schools,  a total  of  400,  come  and  quickly  depart 
from  the  scene.  Many  of  these  schools  were  not  of 
high  quality,  and  some  were  truly  diploma  mills. 
Prerequisites  for  admission  were  minimal, 
coursework  was  poor,  clinical  training  was  often 
absent,  and  laboratory  instruction  was  limited. 
During  the  latter  half  of  the  century  there  was 
considerable  interest  in  medical  education  for 


This  paper  was  presented  in  part  at  the  Oration  on  Medical  Educa- 
tion, The  Miriam  Hospital,  Providence,  Rhode  Island,  October  19, 
1983. 


John  /.  Sandson,  MD,  Dean,  Boston  University  School 
of  Medicine,  Boston,  Massachusetts. 


women.  During  this  period,  16  schools  of  medi- 
cine for  women  were  established. 

By  1900  there  was  much  dissatisfaction  with 
the  state  of  medical  education.  As  the  basis  for  his 
famed  analysis,  Abraham  Elexner  in  1910  visited 
most  of  the  135  medical  schools  then  in  existence 
and  carefully  analyzed  his  findings.  After  report- 
ing on  the  gross  deficiencies  of  many  of  these 
schools,  Elexner  recommended  such  sweeping 
reforms  as  closer  affiliations  between  medical 
schools  and  their  universities,  full-time  faculty  in 
the  basic  sciences,  carefully-supervised  clinical 
experiences,  and  substantial  prerequisites  for 
admission.  Shortly  after  publication  of  the  Elex- 
ner report,  the  number  of  medical  schools  de- 
clined to  75.  Eor  the  most  part,  the  quality  of  the 
remaining  institutions  was  reasonably  good. 

Gradually  over  the  next  three  decades,  medical 
schools  as  we  know  them  today  began  to  evolve. 
Lull-time  faculty  became  the  rule  in  the  basic 
sciences,  university  hospitals  were  developed, 
and  most  medical  schools  became  affiliated  with  a 
parent  university. 

Development  of  medical  education  has  pro- 
gressed more  rapidly  in  the  last  four  decades  than 
in  all  prior  years. 2 Large,  highly  sophisticated 
medical  schools  with  excellent  teaching  hospitals 
have  evolved.  The  number  of  medical  schools 
and  the  number  of  medical  students  have  in- 
creased substantially.  4 here  currently  are  127 
medical  schools  with  more  than  17, ()()()  medical 
students  admitted  each  year. 

Ehere  are  several  explanations  for  this  enor- 
mous growth  during  the  past  40  years.  First  is  the 
important  role  played  by  the  medical  schools  in 
biomedical  research.  Large-scale  research  started 
after  World  War  II  and  expanded  in  a very 
dramatic  fashion  with  the  National  Institutes  of 
Health  (NIH)  budget  increasing  over  fifty-fold. 
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rapidly  making  this  country  the  world  leader  in 
this  important  realm.  To  continue  this  role, 
medical  schools  significantly  expanded  their 
faculties  and  their  physical  facilities.  Secondly, 
beginning  in  the  1960s,  medical  schools  were 
given  a mandate  and  fiscal  incentives  to  expand 
their  facilities  to  meet  a perceived  shortage  of 
physicians.^  While  that  shortage  is  now  being 
questioned,  these  incentives  were  effective.  The 
number  of  medical  schools  has  increased  from  85 
to  127  and  entering  students  from  7,500  to 
17,000  during  the  past  25  years. Thirdly,  medi- 
cal care  has  become  more  sophisticated  and  high- 
ly technological.  Much  of  the  complex  medical 
care  has  become  concentrated  in  the  academic 
medical  centers  with  their  availability  of  high 
technology,  clinical  specialists,  physician  investi- 
gators, and  other  personnel. 

American  medicine  and  medical  education  is 
now  in  its  Golden  Age.  Students  from  abroad 
wish  to  come  here  to  study.  Patients  from  all  over 
the  world  want  to  be  treated  in  the  United  States. 
But  what  about  the  future? 

The  Future  of  Medical  Education 

My  first  concern  relates  to  the  future  of  indepen- 
dent (ie,  private)  medical  education.  Approx- 
imately 50  of  the  127  medical  schools  are  private 
institutions.  The  actual  cost  of  medical  education 
is  very  high,  now  averaging  about  $24,000  per 
student  each  year.  Yet  tuition  for  state  residents 
in  almost  all  tax-supported  medical  schools  is 
under  $4,000,  averaging  about  $2,500,  while  tui- 
tion in  some  independent  medical  schools  is 
$19,000,  averaging  about  $12,000  in  1983-84.^ 

It  is  likely  that  students  starting  in  a private 
medical  school  in  1983  may  well  borrow  a total  of 
$100,000  while  still  in  school.®  Who  can  afford 
that  size  debt  at  such  an  early  stage  in  life?  Who 
will  choose  to  attend  an  independent  medical 
school?  Even  in  public  medical  schools,  the  debt, 
which  averages  approximately  $60,000  per  stu- 
dent, will  not  be  negligible. 

At  the  very  best,  the  socio-economic  mix  of  the 
student  body  at  medical  schools  probably  will 
change.  The  independent  schools  could  become 
the  province  of  the  wealthy,  especially  if  tuition 
reaches  $20,000-$30,000  annually  by  the  end  of 
this  decade.  At  the  worst,  private  medical  schools 
may  be  priced  out  of  existence.  This  could  begin 
to  occur  at  the  point  at  which  the  quality  of  the 
student  body  deteriorates  as  a result  of  high  tui- 
tion levels.  As  long  as  medicine  remains  attractive 
as  a career  and  assuming  that  there  is  no  signifi- 


cant expansion  of  public  medical  schools,  the  pri- 
vate institutions  probably  will  continue  to  attract 
qualified  students.  If  medicine  as  a career  be- 
comes less  financially  attractive,  it  is  likely  that  the 
private  medical  schools  will  encounter  serious 
difficulties  and  that  some  will  not  survive. 

Another  concern  is  that  most  medical  schools, 
even  public  facilities,  depend  heavily  upon  the 
National  Institutes  of  Health  and  other  federal 
sources  for  support  of  their  research  programs. 
If  this  support  were  to  disappear  and  sufficient 
alternative  funding  were  not  found,  the  research 
performed  by  medical  schools  would  be  de- 
creased markedly.  These  research  programs  are 
essential  to  maintaining  the  high  quality  of 
medical  faculties  and  medical  education  pro- 
grams. While  federal  funding  for  biomedical  re- 
search has  not  been  drastically  cut,  it  has  barely 
kept  up  with  inflation.  Just  as  worrisome  is  the 
sparse  support  for  research  training.  Without  the 
training  of  new  physician  scientists  and  other 
biomedical  investigators,  the  future  of  biomedi- 
cal research  will  be  bleak  indeed. 

Some  medical  schools  have  sought  research 
support  from  industry.  However,  it  is  unlikely 
that  industry  can  replace  the  $4.2  billion  pro- 
vided each  year  by  NIH.  It  is  also  doubtful  that 
industry  will  choose  to  award  many  grants  on  the 
basis  of  a merit  peer  review  process.  Although 
support  from  industry  may  prove  to  be  helpful,  it 
is  essential  that  the  federal  government  continue 
to  support  biomedical  research  vigorously.  Funds 
for  research  and  research  training  must  be  in- 
creased in  significant  real  terms. 

A third  concern  relates  to  the  proposed  cut- 
backs in  medical  care  costs  and  the  effects  of  these 
reductions  on  the  quality  of  health  care  and 
medical  education.  Academic  medical  centers 
and  teaching  hospitals  are  being  blamed  for  in- 
creasing the  costs  of  health  care,  primarily 
through  the  allocation  of  many  teaching  costs  to 
patient  care  expenditures.  Most  instructional 
costs  in  teaching  hospitals  can  be  related  primari- 
ly to  residency  programs.  These  costs  are  usually 
more  than  offset  by  specific  patient  care  services 
provided  by  residents.  It  is  likely  that  the  very 
high  costs  in  academic  centers  are  due  to  the 
severity  of  illness  and  the  sophisticated  technolo- 
gy required  than  to  teaching  costs. 

There  is  reason  to  be  concerned  that  skyrocket- 
ing medical  costs  will  lead  to  efforts  to  eliminate 
“teaching  costs”  without  providing  an  alternate 
source  of  funds  to  pay  for  residency  programs. 
As  most  medical  students  completing  medical 
school  are  heavily  in  debt,  it  is  unreasonable  to  try 
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Table  1.  — Total  Repayment  for  $40,000  ($10,000/ 
year)  HEAL  Loans 


Interest  Rate 

Repayment  Schedule 
10  years  15  years  25  years 

12% 

$148,080 

$185,940 

$271,800 

15% 

$200,880 

$261 ,360 

$398,700 

18% 

$270,120 

$362,160 

$568,800 

21% 

$360,240 

$494,820 

$792,600 

24% 

$476,760 

$667,620 

$1,083,900 

Table  2.  — Revolving  Loan  Fund* 

Year 

Debt 

Annual  Interest 

Monthly  Payment 

1 

$ 5,000 

2% 

— 

2 

10,100 

2% 

— 

3 

15,202 

2% 

— 

4 

20,304 

2% 

— 

5 

20,304 

6% 

$172.58t 

6 

19,289 

6% 

$172.58 

7 

18,274 

6% 

$172.58 

8 

17,259 

6% 

$172.58 

9 

16,244 

6% 

$172.58 

10 

15,228 

10% 

$317.25f 

11 

12,183 

10% 

$317.25 

12 

9,137 

10% 

$317.25 

13 

6,092 

10% 

$317.25 

14 

3,046 

10% 

$317.25 

15 

0 

— 

$29,390  total 

* $5,000/year  for  four  years 
t 6%  interest  plus  5%  principal/year 
1 10%  interest  plus  15%  principal/year 

repayment 

to  pass  these  costs  on  to  either  residents  or  medi- 
cal students.  Without  residency  programs, 
academic  medical  centers  would  change  drasti- 
cally. They  would  be  less  stimulating  and  prob- 
ably less  able  to  deliver  quality  tertiary  care. 

Quality  of  Medical  Education 

Although  most  medical  schools  in  this  country 
are  rated  as  good  to  excellent,  medical  education 
is  frequently  criticized  by  faculty  and  medical  stu- 
dents alike.  There  are  major  efforts  at  most 
schools  to  evaluate  the  effectiveness  of  the  cur- 
riculum and  the  faculty.  Curriculum  committees 
are  seeking  to  improve  the  medical  education 
process  by  focusing  more  attention  on  physical 
diagnosis,  interviewing  techniques,  and  clinical 
judgment.  Subjects  such  as  geriatrics,  nutrition, 
occupational  health,  law  and  medicine,  medical 
sociology,  medical  technology,  health  policy, 
health  planning,  and  health  care  delivery  systems 


are  being  introduced  in  more  and  more  medical 
schools. 

Once  again,  medical  students  are  being  taught 
to  become  discriminating  in  their  use  of  technolo- 
gical innovations  and  to  rely  on  their  own  judg- 
ment. They  are  learning  to  order  essential  tests 
only.  The  question  of  the  faculty  is  changing 
from  “Why  did  you  forget  to  order  this  test?”  to 
“Why  did  you  order  that  one?”  Because  the  base 
of  essential  biomedical  information  is  changing 
quickly,  more  emphasis  must  be  placed  on  self- 
learning with  special  attention  to  critical  evalua- 
tion of  the  literature.  As  the  importance  of  com- 
puters in  medical  practice  becomes  more  signifi- 
cant, students  will  have  to  become  familiar  with 
their  use. 

Over  the  past  20  years,  medical  schools  also 
have  addressed  the  problems  of  geographic  and 
specialty  maldistribution.  There  already  has  been 
a significant  increase,  currently  more  than  50  per 
cent,  in  medical  school  graduates  seeking  train- 
ing in  the  primary  care  specialties.  This  repre- 
sents more  than  the  total  number  of  medical  stu- 
dents who  graduated  each  year  during  the  early 
1960s.  Preliminary  data  also  indicate  that  the 
geographic  distribution  of  physicians  may  be  im- 
proving dramatically.  It  is  of  interest  to  note  that 
the  number  of  primary  care  physicians  is  increas- 
ing just  as  the  marked  expansion  in  medical 
school  class  size  is  beginning  to  be  felt  in  practice. 
Further  improvements  will  be  seen  if  reimburse- 
ment policies  are  changed  to  include  incentives 
for  physicians  to  seek  training  in  primary  care 
and  other  needed  specialties  and  to  practice  in 
underserved  areas. 

Changes  in  the  Medical  School  Curriculum 

There  are  several  important  curricular  experi- 
ments underway  in  medical  education.  Early 
selection  programs  were  initiated  by  many  medi- 
cal schools  during  the  1960s.  After  20  years  of 
experience  with  these  programs,  it  is  evident  that 
many  have  achieved  their  principal  objectives, 
including:  1)  the  successful  selection  of  medical 
students  after  completion  of  high  school;  2)  the 
adequate  preparation  of  students  for  medical 
school  in  two  to  three  years  of  college;  and  3)  the 
provision  of  a well-rounded  liberal  arts  education 
in  both  the  sciences  and  the  humanities  during 
the  college  experience.  In  view  of  the  large  debts 
incurred  by  most  medical  students,  the  elimina- 
tion of  two  years  from  the  educational  continuum 
may  become  increasingly  important. 

fhere  are  also  experiments  aimed  at  improv- 
ing the  college  and  medical  school  education 
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process/  The  objectives  of  these  programs  in- 
clude: 1)  improving  both  the  liberal  arts  and  basic 
medical  science  education;  2)  reducing  the  level 
of  anxiety  associated  with  the  medical  school  ap- 
plication process  by  providing  for  early  selection 
after  two  years  of  college;  3)  relaxing  the  intense 
basic  medical  science  curriculum  by  permitting 
double  credit  for  basic  medical  science  courses 
taken  during  college;  and  4)  providing  the 
opportunity  for  a variety  of  electives  early  in  the 
medical  school  experience. 

The  Boston  University  School  of  Medicine  also 
is  experimenting  with  an  option  that  permits  de- 
compression the  basic  science  curriculum.  Any 
student  may  apply  to  take  the  first,  and  possibly 
the  second,  year  of  medical  school  in  two  calendar 
years  rather  than  one.  Half  of  the  regular  tuition 
is  paid  for  each  year.  This  program  should  be 
helpful  to  some  students  who  have  a background 
in  the  humanities  and  to  those  who  wish  to  pro- 
ceed at  a slower  pace  for  other  reasons,  including 
part-time  employment. 


Financial  Considerations 

The  greatest  challenge  for  medical  schools  in  the 
1980s  will  be  to  keep  our  institutions  open  to 
students  from  all  segments  of  society.  More  and 
more  students  are  forced  to  borrow  a growing 
proportion  of  their  educational  expenses  from 
the  Health  Education  Assistance  Loan  program.*’ 
In  1981-1982,  loans  from  this  program  were  1 10 
per  cent  larger  than  the  previous  year.  The  trend 
in  financial  assistance  clearly  is  moving  away  from 
grants  and  toward  loans  guaranteed  by  the  feder- 
al government.  The  types  of  loans  may  prove 
more  important  to  most  students  than  the  total 
amount  borrowed.  In  general,  subsidized  low- 
interest  loan  programs  such  as  Guaranteed  Stu- 
dent Loans  and  Health  Professions  Loans  require 
repayment  over  a ten-year  period,  starting  after 
completion  of  residency  training.  The  “payback” 
is  approximately  1 .5  times  the  amount  borrowed. 
After  considering  the  impact  of  inflation,  this 
means  the  student  probably  will  pay  back  no 
more  than  was  originally  borrowed. 

On  the  other  hand,  the  Health  Education 
Assistance  Loan  program  can  lead  to  onerous 
debt.  Every  dollar  borrowed  through  this  pro- 
gram may  require  repayment  of  up  to  approx- 
imately $ 1 0 at  interest  rates  of  1 5 per  cent  (Table 
1 ).  If  present  trends  continue  during  the  next  five 
to  ten  years,  much  of  the  increase  in  tuition  and 
living  expenses  will  have  to  be  borrowed  through 


Table  3.  — Loan  Plan  A;  Additional  Capital  Kept  Con- 
stant at  $350,000 


Annual 

Annual 

Total  Loans 

Year 

New  Loans 

New  Capital 

Outstanding 

5 

$ 350,000t 

(367,000) 

$350,000 

$ 1,228,000 

15 

875,000 

350,000 

7,000,0004 

25 

2,188,000 

350,000 

17,500,000 

35 

5,469,000 

350,000 

43,750,000 

45 

13,672,000 

350,000 

109,375,000 

55 

34,180,000 

350,000 

273,438,000 

* Increased  at  a rate  of  2.5  times  each  decade 
t Projected  at  95.2% 

t Projected  at  8 times  the  amount  of  new  loans 


Table  4.  — Loan  Plan  B:  Additional  Capital  Increased  at 
the  Same  Rate  As  Tuition  (Projected  at  10%  Annually) 


Annual 

Annual 

Total  Loans 

Year 

New  Loans* 

New  Capital 

Outstanding 

5 

$ 350,000t 

(367,000) 

$ 442,000  $ 

1 ,228,000 

15 

2,076,000 

1,144,000 

11,415,000§ 

25 

12,308,000 

2,963,000 

67,692,000 

35 

72,985,000 

7,675,000 

401,416,000 

45 

432,800,000 

19,879,000 

2,380,398,000 

55 

2,566,501,000 

51,486,000 

14,115,756,000 

* Increased  at  a rate  of  5.93  times  each  decade 
t Projected  at  95.2% 

t Increased  at  a rate  of  10%  annualy  (2.59  times  each  decade) 
§ Projected  at  5.5  times  the  amount  of  new  loans 


the  Health  Education  Assistance  Loan  program. 
It  is  likely  that  the  composition  of  the  student 
body  in  private  schools  may  change  until  most  of 
the  students  come  from  affluent  families.  In  the 
mid-1970s  students  from  lower-middle  and  mid- 
dle-income families  dropped  from  21  per  cent  to 
1 1 per  cent  of  entering  medical  students.®  The 
enrollment  of  minority  students  in  medical 
schools  peaked  in  1974-1975  at  10  per  cent.  It  is 
of  interest  to  note  that  a significant  number  of  the 
medical  schools  which  have  been  successful  in 
recruiting  minority  students  are  independent 
and  have  high  tuition  levels.  If  tuition  continues 
to  escalate  and  financial  aid  to  decrease,  it  is  possi- 
ble that  fewer  minority  students  will  choose  to 
attend  these  institutions.  Because  it  is  not  certain 
that  the  current  number  of  these  students  will  be 
able  to  gain  access  to  public  schools,  the  decrease 
in  meaningful  financial  aid  programs  may  well 
cause  the  number  of  minority  students  enrolled 
in  medical  schools  to  decline. 

Independent  medical  schools  must  initiate 
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programs  to  provide  more  student  loans  from 
their  own  institutional  resources.  By  establishing 
student  revolving  loan  funds  (SRLF),  medical 
schools  could  provide  most  of  the  necessary  loans 
at  low-interest  rates.  Although  these  funds  utilize 
the  basic  principles  of  the  Tuition  Advance  Fund 
developed  by  Doctor  John  Silber,  private  capital 
instead  of  government  monies  are  utilized.  Stu- 
dent revolving  loan  funds  will  grow  in  value  like 
money  in  a bank  account  at  compounded  in- 
terest. 

A student  revolving  loan  fund  charging  two 
per  cent  interest  to  the  student  during  medical 
school  and  requiring  payment  of  five  per  cent  of 
the  principal  and  six  per  cent  of  the  interest  each 
year  during  the  first  five  years  after  graduation, 
and  1 5 per  cent  of  the  principal  and  1 0 per  cent  of 
the  interest  annually  during  the  next  five  years 
would  require  total  repayment  of  only  $1.50  for 
every  dollar  borrowed  ( Fable  2).  Assuming  a de- 
fault rate  of  approximately  five  per  cent  and 
administrative  costs  of  two  per  cent,  such  an 
SRLF  would  increase  approximately  2.5  times 
each  decade  if  the  amount  of  new  capital  added 
each  year  were  constant  (Table  3).  If  the  new 
capital  were  increased  at  a rate  of  ten  per  cent 
each  year,  or  approximately  the  same  amount  as 
expected  tuition  increases,  the  SRLF  would  grow 
approximately  six  times  each  decade  (Table  4). 

At  the  Boston  University  School  of  Medicine,  a 
commitment  has  been  made  to  deposit  an 
amount  of  capital  equal  to  at  least  five  per  cent  of 
the  total  tuition  income  into  an  SRLF  each  year. 
The  capital  will  come  from  gifts  from  alumni, 
foundations,  and  corporations,  as  well  as  from 
tuition.  The  projected  growth  of  this  type  of 
SRLF  at  an  average-size  independent  school  is 
remarkable.  These  schools  will  be  able  to  remain 
open  to  students  from  all  segments  of  our  society 
by  providing  enough  funds  from  SRLFs  to  meet 
their  financial  assistance  needs.  The  diversity  of 
students  will  assure  that  graduates  of  private 
medical  schools  continue  to  address  important 
issues  related  to  cost  containment  and  improve 
access  to  health  care. 

Future  Trends 

Medical  education  cannot  function  in  a vacuum. 
It  influences  and  is  influenced  by  changes  in  the 
health  care  system.  In  many  ways,  the  higher 
costs  of  medical  education  reflect  the  extraordi- 
nary expansion  of  health  care  services  that  has 
occurred  since  1965.  I he  past  twenty  years  have 
seen  the  implementation  of  Medicare  and  .Medic- 
aid, the  upgrading  of  many  medical  f acilities,  and 


the  development  of  comprehensive  employer- 
sponsored  health  insurance  programs.  During 
the  same  period,  medical  care  progressively  be- 
came more  complex,  technologically  advanced, 
and  expensive. 

Has  the  increase  in  health  care  costs  been  ex- 
cessive? During  the  period  from  1967  to  1981, 
expenditures  for  medical  services  increased  from 
$51  billion  to  $287  billion,  and  from  6.4  per  cent 
to  9.8  per  cent  of  the  gross  national  product. 
From  1969  to  1975,  the  United  States  had  a lower 
real  average  rate  of  increase  than  Australia, 
Canada,  West  Germany,  Finland,  France,  the 
Netherlands,  and  Sweden.  The  rate  of  increase 
recently  has  shown  signs  of  moderating.  During 
the  period  from  1980  to  1982,  the  average  annual 
real  rate  of  growth  for  medical  expenditures  has 
been  reported  to  be  approximately  2.2  per  cent. 
While  not  excessive,  health  care  costs  in  the  Unit- 
ed States  are  substantial  and  increasing  more 
than  $30  billion  annually.^ 

As  medical  care  represents  a substantial  nation- 
al investment,  the  following  steps  may  be  helpf  ul 
in  obtaining  quality  health  care  at  an  affordable 
price  for  all:  1)  The  products  in  health  care 
should  be  differentiated;  2)  The  medical  care 
services  that  are  essential  should  be  carefully  de- 
lineated. The  societal  debate  on  health  care 
should  be  focused  on  the  definition  of  essential 
services;  3)  Essential  medical  care  services  must 
be  priced  on  a national  basis  with  regional  adjust- 
ments. While  physicians  must  play  a role  in  the 
process,  they  should  not  have  unilateral  control 
of  setting  these  prices;  4)  Government  should  be 
committed  to  providing  essential  medical  care 
services  to  the  elderly  and  the  poor.  Incentives 
should  be  provided  to  patients  and  physicians  to 
insure  proper  utilization  of  these  services;  5)  Em- 
ployers should  be  committed  to  offer  insurance 
coverage  for  essential  medical  care  services. 
Other  “non-essential”  and  more  costly  medical 
services,  however,  should  not  be  covered  by  this 
insurance;  6)  “Non-essential”  and  higher-priced 
medical  care  services  should  be  paicl  by  the  pa- 
tient or  covered  under  special  insurance  policies. 
Physicians  should  determine  the  prices  of  these 
services;  7)  The  costs  of  health  care  for  uninsured 
patients  and  graduate  medical  education  should 
l)e  paid  on  a national  basis  by  adding  a surcharge 
to  the  j)i'ice  of  all  medical  services;  and  8)  A realis- 
tic amount  for  capital  requirements  should  be 
included  in  the  })rice  for  all  hospital  services. 

Despite  considerable  efforts,  the  goal  of  one 
class  of  health  care  for  all  remains  to  be  achieved. 
The  j)roposal  to  dif  ferentiate  the  products  in  the 
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health  care  market  may  be  the  best  way  to  insure 
equitable  access,  variety,  efficiency,  quality,  and 
cost  effectiveness  in  health  care  for  a society  func- 
tioning under  free  market  conditions.  It  would 
require  physicians  to  provide  different  kinds  of 
products  (ie,  moderately-priced  essential  services 
and  various  levels  of  more  costly  care),  insure  the 
availability  of  quality  essential  health  care  to  all, 
and  make  individual  expenditures  for  “non- 
essential”  health  care  a matter  of  personal  finan- 
cial consideration. 
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“WORDS  WE  SHOULD  LIKE 
TO  BANISH”  DEPARTMENT 

DPI  has  reported  that  nominations  for  the 
annual  “Dishonour  List  of  Words 
Banished  from  the  Queen’s  English”  in- 
clude: at  this  point  in  time,  have  a nice 
day,  time  frame,  all-time  record,  state  of 
the  art,  meaningful,  and  scenario. 

To  which  we  should  like  to  add  cost- 
effective  and  quality  of  care. 


RELAX  FOR  7 DAYS! 

SPECIAL  LOW  GROUP  RATES 


Home  Lines  "Atlantic"  - March  16 
"Spring  Fever  Getaway" 

Holland  America  "Rotterdam"  -April  27 
"Ballroom  Dance  Group" 

"Nieuiv  Amsterdam" 

- Alaska  Inside  Passage  - June  27 
"Photographer's  Dream" 


qRACE  TR/»/eI  INC. 

785-2020 


Blackstone  Valley 
Psychological  Institute 

Research  Consulting 

Program  Evaluation 
Experimental  Design 
Data  Management 
Statistical  Analyses 
Grant  Writing 

Marquette  Plaza, 

Woonsocket,  Rhode  Island  02895 
401-765-5100 
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SARGENT 

SSiSS  REHABILITATION 
CENTER 

through  rehobilitcrtion, 

the  restorcrtion  of  human  potential 

ADAMS  & 
DeCAPORALE 
COUNSELORS  AT  LAW 

We  are  pleased  to  announce  the  addition  of 

Physical  Therapy  Services 

as  a supplement  to  our  existing  services 

General  Law  Practice 
Medical  Collections 

★ speech  and  language  pathology 

★ audiology  ★ occupational  therapy 

★ education  ★ psychology  ★ social  services 

A not-for-profit  agency  specializing  in  compre- 
hensive medical  rehabilitation  working  with  a 
consulting  medical  director  who  will  work  di- 
rectly with  referring  medical  practitioners.  For 
more  information  or  a tour  of  our  facility  please 
call  751-3113. 

Governor  Financial  Center 
285  Governor  Street 
Providence,  Rhode  Island  02906 

229  Waterman  Street,  Providence,  RI 02906 

(conveniently  located  in  Wayland  Square) 

401-421-1364 

SUITES  AVAILABLE 
East  Bay 
Medical  Building 
250  Wampanoag  Trail 
East  Providence 


COMPLETE  X-RAY,  ULTRASOUND,  AND  LABORATORY  SERVICES 
EASILY  ACCESSIBLE  FROM  ALL  HIGHWAYS 

SHORT  DISTANCE  TO  ALL  GREATER  PROVIDENCE  AND  PAWTUCKET  HOSPITALS 
NEW  BUILDING  WITH  SPACIOUS  AND  EFFICIENT  OFFICES 
AMPLE  PARKING 

For  further  information,  piease  call: 

401/434-5432  or  438-1010 
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NECAD 


NORTHEASTERN  CONFERENCE  on 
ALCOHOLISM  and  DRUG  DEPENDENCE 


March  24-27 
1985 

SHERATON-ISLANDER  INN  and  CONFERENCE  CENTER 
NEWPORT,  RHODE  ISLAND 


The  Honorable  Harold  E.  Hughes,  Opening  Speaker 
FACULTY 


Margaret  Bean,  M.D. 
Claudia  Black,  Ph.D. 
Sheila  Blume,  M.D. 
Fr.  Leo  Booth 
Jack  Connors,  M.Ed. 


Anne Geller,  M.D. 

Mark  Gold,  M.D. 
William  Griffith,  M.D. 
Rev.  Philip  Hansen 
Lynne  Hennecke,  Ph.D. 
Valerie  Pinhas,  Ph.D. 


Max  Schneider,  M.D. 
David  Smith,  M.D. 
Jokichi  Takamine,  M.D. 
John  Wallace,  Ph.D. 
Janet  Woititz,  Ed.D. 


SPONSORED  BY 

EDGEHILL  NEWPORT  FOUNDATION 
CO-SPONSORED  BY 

AMERICAN  MEDICAL  SOCIETY  ON  ALCOHOLISM 


For  Reservations,  Return  Coupon  or  Contact 
Edgehill  Newport  Foundation 
Beacon  Hill  Road  Suite  107 
Newport,  RI  02840  (401)  849-5700 

Early  Registration  Discount 


AMSA  is  accredited  by  the  Accreditation  Council  for  CME  s and 
certifies  that  this  continuing  medical  education  offering  meets 
the  criteria  for  15  hours  in  Category  1 of  the  physician's  recogni- 
tion award  of  the  American  Medical  Association. 

AAFP  has  reviewed  and  accepted  NECAD  for  15  prescribed  hours. 
RISNA— CEU's  applied  for. 


Please  send  NECAD  85  information  to: 

Name 

Title 

Organization 

Addre.ss 

Citv 

State 

Zip 
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An  Analysis  of  the  Fourth  Year  of 
Medical  School 


Medical  Students  Appear  to  Choose  Their  Elective  Courses  Reasonably  and 
Generally  Avoid  Premature  Specialization 

Stephen  R.  Smith,  MD 


The  Association  of  American  Medical  Colleges 
(AAMC)  in  1966  authorized  a study  of  the  total 
process  of  physician  education.  Many  medical 
schools  at  the  time  were  planning  significant 
changes  in  the  curriculum,  including  the  increase 
of  elective  and  free  time.'  The  concept  of  allow- 
ing considerable  elective  time  within  the  medical 
curriculum  then  was  quite  controversial.  A num- 
ber of  papers  appeared  in  the  literature  during 
the  early  1970s  describing  the  new  elective  pro- 
grams at  various  medical  schools  and  advocating 
their  continuation.^  ® 

A decade  later,  a predominantly  elective  fourth 
year  has  become  the  standard  in  most  United 
States  medical  schools.  In  more  than  30  institu- 
tions the  fourth  year  is  entirely  elective.  Students 
choose  their  elective  courses  based  on  a desire  to 
complete  missing  knowledge,  to  prepare  better 
for  tentatively  identified  careers,  to  explore  other 
possible  career  interests,  to  help  in  deciding  upon 
residency  programs,  and  to  work  with  highly 
popular  or  stimulating  faculty  members.®'® 

At  the  Brown  University  Program  in  Medicine, 
where  the  fourth  year  is  entirely  elective,  a num- 
ber of  faculty  members  expressed  their  concerns 
at  curriculum  committee  meetings  that  students 
were  not  utilizing  the  elective  fourth  year  well. 
The  faculty  believed  that  students  were  selecting 


From  the  Brown  University  Division  of  Biology  and  Medicine,  Prov- 
idence, Rhode  Island 


Stephen  R.  Smith,  MD,  Associate  Dean  of  Medicine, 
Brown  University  Program  in  Medicine,  Providence, 
Rhode  Island. 


too  many  electives  in  the  fields  of  their  prospec- 
tive residencies,  thus  prematurely  narrowing 
their  professional  education.  Also  expressed  was 
the  belief  that  students  were  using  electives,  to  an 
excessive  degree,  to  visit  residency  programs  in 
other  states.  The  level  of  supervision  at  clinical 
sites  outside  of  the  Brown  elective  system  was  also 
worrisome.  Faculty  members  from  other  medical 
schools  voiced  similar  reservations  at  a sympo- 
sium on  the  role  of  elective  courses  held  at  the 
1983  AAMC  Annual  Meeting. 

The  purpose  of  this  paper  is  to  present  a quan- 
titative analysis  of  the  manner  in  which  the  class 
of  1982  at  the  Brown  University  Program  in 
Medicine  utilized  their  fourth  year  of  medical 
school.  New  techniques  of  classifying  electives 
were  utilized  to  answer  the  questions  posed  by  the 
faculty. 

Methods 

The  previously  cited  references  have  catalogued 
the  electives  chosen  by  medical  students  by  de- 
partment. In  this  study,  the  fourth  year  course 
selected  by  each  medical  student  was  classified 
retrospectively  according  to  the  type  of  residency 
the  student  intended  to  enter.  The  classification 
system  is  described  in  Table  1.  Students  who  did 
not  plan  to  enter  a residency  program  in  1982 
were  excluded.  Fhe  analysis  included  students 
who  intended  to  enter  a residency  immediately 
after  graduation,  but  did  not.  Some  residency 
programs,  such  as  psychiatry,  require  a prelimi- 
nary year  of  a flexible  or  internal  medicine  res- 
idency. In  these  cases,  the  intended  field  of  spe- 
cialization, rather  than  the  transitional  residency, 
was  used  to  classify  courses. 

Fach  student’s  record  was  reviewed  to  a.scertain 
the  number  of  weeks  spent  in  each  course.  For 
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“full  immersion”  clinical  courses  the  actual  num- 
ber of  weeks  was  used  as  a weighting  factor.  Each 
single  credit  semester-length  course  was  consid- 
ered to  equal  a four-week  “full  immersion”  clin- 
ical course.  As  four  semester-length  courses  were 
equivalent  to  four  one-month  clinical  courses, 
this  provides  a fairly  accurate  description  of  the 
average  course  load  during  a single  semester. 

Courses  taken  at  other  institutions  not  listed  in 
Brown  elective  catalogue  were  defined  as  “away” 
electives.  The  same  criteria  were  used  to  deter- 
mine a weighting  factor  based  on  the  number  of 
weeks  spent  in  each  “away”  elective. 

Results 

The  Class  of  1982  consisted  of  63  graduates. 
Three  students  were  excluded  from  analysis 
since  they  did  not  intend  to  start  their  postgradu- 
ate residency  training  in  1982.  Table  2 shows  the 
frequency,  unweighted  and  weighted,  of  the 
types  of  courses  selected  by  the  60  other  gradu- 
ates during  their  elective  fourth  year. 

Contrary  to  the  expected  results,  the  courses 
most  commonly  selected  by  students  were  clinical 
electives  not  related  to  their  eventual  specialties. 
This  choice  accounted  for  nearly  half  the  courses 
when  measured  by  unweighted  frequency  and 
only  slightly  less  when  corrected  for  the  actual 
number  of  weeks.  The  mean  value  of  the  types  of 
courses  was  3.35.  The  average  length  of  a single 
course  was  4.08  weeks. 

Students  are  permitted  to  defer  required  core 
clerkships  until  their  fourth  year.  These  courses 


Table  1.  — Criteria  for  the  Classification  of  4th  Year 
Medical  Students  According  to  Anticipated  Residency 
Program 


Classification  Criteria 

1 Required  core  clerkship  in  community 
health,  medicine,  obstetrics-gynecology, 
pediatrics,  psychiatry,  or  surgery 

2 Clinical  elective  in  anticipated  specialty, 
including  subinternships  and 
advanced  clinical  clerkships 

3 Clinical  elective  related  to  anticipated 

. specialty,  including  subspecialty  clinical 

electives 

4 Clinical  elective  not  directly  related 
to  anticipated  specialty 

5 Non-clinical,  health-related  courses, 
including  research,  basic  science, 
epidemiology 

6 Non-clinical  electives  that  are  not 
directly  related  to  health,  including 
liberal  arts  courses 


were  responsible  for  nine  per  cent  of  unweighted 
course  selection.  Since  core  clerkships  are  longer 
in  duration  than  the  average  four-week  clinical 
elective,  they  account  for  a larger  share  of  the 
total  fourth-year  time  (13.6  per  cent)  when  this 
factor  is  considered. 

The  mean  values  of  the  courses  selected  by 
students  intending  to  pursue  residencies  in  inter- 
nal medicine,  surgery,  and  all  other  specialties 
were  significantly  different  as  shown  in  Table  3. 
The  mode  for  students  planning  to  enter  residen- 
cies in  internal  medicine  was  3 (clinical  elective 
related  to  specialty),  while  the  mode  for  students 
planning  to  enter  residencies  in  surgery  or  one  of 
the  other  specialties  was  4 (clinical  elective  not 
related  to  specialty).  The  27  students  who  en- 
tered internal  medicine  programs  chose  92 
courses  classified  as  3,  and  74  courses  classified  as 
4. 

Brown  University  offers  a combined  degree 
program,  the  Medical  Education  Program 
(MEP),  in  which  students  are  admitted  from 
secondary  school  and  complete  their  baccalaure- 
ate and  medical  education  in  a seven  or  eight  year 
continuum.  Thirty-two  of  the  60  subjects  were 
MEPs.  The  mean  value  of  the  courses  selected  by 
MEPs  (3.23)  was  not  statistically  different  from 
the  other  students  (3.24). 

Table  4 displays  the  frequency  of  elective 
courses  taken  elsewhere.  Half  of  the  students 
took  no  such  electives  at  all.  The  total  of  67  elec- 
tives taken  outside  the  Brown  system  represents 
13.7  per  cent  of  all  fourth-year  courses.  Of  the  30 
students  who  took  at  least  one  such  elective,  three 
did  so  at  an  Armed  Services  hospital  to  fulfill 
their  active  duty  requirement  as  military  schol- 
arship recipients.  These  Armed  forces  electives 
represented  the  only  such  elective  for  the  three 
students. 

Also  among  the  30  students  taking  electives 
elsewhere  were  three  students  who  received  spe- 
cial permission  to  take  the  fourth  year  at  another 


Table  2.  — Frequency  Distribution  of  the  Types  of 
Courses  Selected  by  4th  Year  Medical  Students 


Course  Unweighted  Weighted 


Classification 

Number 

Per  cent 

Number 

Per  cent 

1 

44 

9.0 

270 

13.6 

2 

40 

8.2 

157 

7.9 

3 

137 

28.1 

541 

27.2 

4 

238 

48.8 

884 

44.4 

5 

27 

5.5 

129 

6.5 

6 

2 

0.4 

8 

0.4 
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Table  3.  — Mean  Value  of  the  Type  of  Course  Selected 
Categorized  by  Anticipated  Residency  Program 


Anticipated  Residency  Program 

Mean 

Internal  medicine 

3.09* 

Surgery 

3.32* 

Other  training  programs; 

3.38* 

Family  practice 

3.44 

Obstetrics.gynecology 

3.98 

Pathology 

3.03 

Pediatrics 

3.01 

Physical  medicine  & rehabilitation 

3.07 

Psychiatry 

3.17 

Radiology 

3.47 

* p value  < .05  by  one-way  analysis  of  variance 


Table  4.  — Frequency  Distribution  of  Electives  Taken 
Elsewhere  by  60  4th-Year  Students 


Number  of 

Students 

Outside  Electives 

Number 

Per  cent 

0 

30 

50.0 

1 

18 

30.0 

2 

6 

10.0 

3 

1 

1.7 

4 

0 

0.0 

5 

1 

1.7 

6 

1 

1.7 

7 

2 

3.3 

8 

0 

0.0 

9 

1 

1.7 

institution  because  of  compelling  personal 
reasons,  such  as  a gravely  ill  parent  or  a spouse 
living  in  another  state.  These  students  took  five, 
six,  and  nine  such  electives  each. 

Finally,  Brown  medical  students  may  enroll  in 
the  Harvard  University  School  of  Public  Health 
in  place  of  fourth-year  elective  courses  at  Brown. 
Two  students  participated  in  this  program  and 
accounted  for  seven  such  electives  each. 

When  these  categories  of  students  are  ex- 
cluded, the  total  number  of  electives  taken  else- 
where is  reduced  to  30. 

Discussion 

This  analysis  of  the  fourth  year  courses  selected 
by  the  Class  of  1982  at  the  Brown  University 
Program  in  Medicine  contrasted  sharply  with  the 
expected  results.  The  data  suggest  that  fourth- 
year  medical  students  do  not  prematurely  narrow 


their  planned  specialty.  Students  intending  to  en- 
ter internal  medicine  programs  select  more  elec- 
tives related  to  their  eventual  specialty  than  do 
students  choosing  other  specialties.  This  is  re- 
lated to  the  fact  that  clinical  electives  in  internal 
medicine  subspecialty  fields,  such  as  cardiology, 
pulmonary  medicine,  and  infectious  diseases,  are 
highly  popular  among  all  students. 

Also  surprising  was  the  frequency  of  electives 
taken  elsewhere  selected  by  the  students. 
Although  the  subjective  feeling  among  faculty 
was  that  fourth-year  students  frequently  com- 
pleted their  elective  courses  at  other  institutions, 
the  data  do  not  support  this  belief. 

This  analysis  indicates  that  fourth-year  medical 
students  choose  their  electives  in  a reasonable 
fashion,  generally  avoid  premature  specializa- 
tion, and  do  not  abuse  the  freedom  of  the  elective 
program  as  a vehicle  for  extensive  travel.  The 
data  do  suggest,  however,  that  students  planning 
to  enter  residencies  in  internal  medicine  should 
be  advised  to  diversify  their  elective  choices  more 
extensively  in  other  fields.  The  methodology  em- 
ployed in  this  analysis,  in  which  courses  are  classi- 
fied according  to  eventual  specialty  choice,  offers 
significant  advantages  over  a simple  enumeration 
of  courses  by  department.  Subjects  for  further 
study  include  an  analysis  of  the  third-year  courses 
selected  by  students  who  postponed  a mandatory 
core  clerkship  until  their  fourth  year.  A con- 
tinuing year-by-year  analysis  will  be  necessary  to 
detect  any  emerging  new  trends  in  course  selec- 
tion preferences. 
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Employee  Leasing  Works . . . 


Employee  leasing  is  recognized  with  a “safe  harbor”  provision  of  TEFRA  (Tax 
Equity  & Rscal  Responsibility  Act)  recently  approved  by  Congress,  TEFRA  allows 
you  the  luxury  of  running  your  business  without  "employees.” 

This  enables  you  to  become  the  sole  participeint  of  your  tax  deferred  pension 
and  medical  reimbursement  pUin,  and  gain  tax  advantages  available  only  to  single 
employee  businesses. 


• STABLE  WORK  FORCE 

• NO  REPORTING  DUTIES 

• BETTER  BENEFITS 

• LOW  COST  BENEFITS 

• PERSONNEL  SERVICES 

• REDUCED  ADMINISTRAnON  COSTS 

• TAX  INCENTIVE  WITH  OWNER’S  PENSION  PLAN 

• INCREASED  MORALE  AND  LOYALTY 

• FOCUS  ON  RUNNING  BUSINESS,  NOT  ADMINISTRATION 

• REDUCED  EMPLOYEE  UABIUTY 


Employ ee  Leasing  Company,  Inc, 


401/941-4020  • 674  Elmwood  Avenue  • Providence,  RI  02907 


For  You, 

Your  Staff,  and 
Your  Business 
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Should  We  Welcome  For-Profit  Hospitals  to 
Rhode  Island? 

It  Is  to  Be  Hoped  That  This  Trend  Will  Be  Resisted 


H.  Denman  Scott,  MD 


Before  addressing  my  principal  topic,  I will  share 
with  you  some  of  the  reactions  I have  received 
concerning  my  move  from  private  practice  into 
the  public  sector.  While  most  people  have  been 
supportive  and  encouraging,  I have  noticed  some 
individuals  shaking  their  heads  in  disbelief.  Prob- 
ably the  most  common  reaction  has  been  “you 
ought  to  have  your  head  examined,”  followed 
closely  by  “you  are  too  young.”  Presumably  they 
do  not  mean  that  I lack  the  experience  for  thejob, 
but  rather  that  I am  not  old  enough  to  “retire” 
into  some  comfortable  government  post.  This 
attitude  suggests  that  public  service  is  an  excellent 
opportunity  for  personal  relaxation.  Finally,  a 
few  have  wondered  how  a seemingly  honest  per- 
son like  myself  could  get  mixed  up  in  a gov- 
ernmental atmosphere  saturated  with  self- 
seeking,  venal  behavior.  In  short,  how  could  I 
leave  a professional  situation  in  which  I enjoyed 
much  respect  and  success  and  enter  an  arena 
which  has  scant  public  confidence.  During  this 
transition  period  I have  experienced  the  paradox 
described  by  a prominent  sociologist,  Theodore 
Caplow:  “Americans  distinguish  sharply  between 
their  personal  situations,  which  please  most  of 
them  much  of  the  time,  and  the  state  of  the  nation 
which  displeases  manv  of  them  most  of  the 
time.”* 

Distrust  of  Public  Institutions 

This  distrust  of  public  institutions  has  led  me  to 

Based  on  presentations  at  the  annual  meetings  of  Butler  Hospital, 
Providence,  and  South  Countv  Hospital,  Wakefield,  in  [anuarv 
1984. 


H.  Denman  Scott,  MD,  Director,  Department  of 
Health,  State  of  Rhode  Island,  Providence. 


review  the  seven  deadly  sins,  especially  as  I 
apparently  will  bear  witness  to  many  of  them.  It  is 
a sobering  list  to  which  most  of  us  fall  prey  in  one 
way  or  another:  vainglory  or  pride,  covetousness, 
lust,  envy,  gluttony,  anger,  and  sloth.  Fortunately 
there  are  the  counterpoint  virtues,  also  seven  in 
number:  prudence,  temperance,  fortitude,  jus- 
tice, faith,  hope,  and  love.  We  regularly  see  be- 
havior illustrative  of  all  fourteen  characteristics. 
Many  obviously  see  government  activity  more 
tainted  with  sins  than  blessed  by  virtues.  On  the 
other  hand,  people  seem  to  judge  private  enter- 
prise less  harshly,  perhaps  because  of  the  very 
privacy  itself.  What  you  do  not  know,  you  cannot 
judge.  Neither  public  nor  private  action  is  wholly 
good  or  entirely  bad.  It  is  imperative  that  we 
appreciate  that  goodness  can  and  does  get  ex- 
pressed through  public  institutions.  Regrettably 
this  manifestation  is  obscured,  and  even  obliter- 
ated, by  outrageous  behavior  and  overt  crime 
from  time  to  time. 

Because  a number  of  persons  have  raised  with 
me  the  issue  of  ethical  conduct  in  government,  I 
feel  compelled  to  address  it  and  make  clear  my 
commitment  to  practicing  the  virtues  and  con- 
trolling the  sins. 

If  the  chairman  of  the  Hospital  Corporation  of 
America  were  being  nominated  as  the  next  presi- 
dent of  South  County  or  Butler,  we  would  all 
sense  a very  different  atmosphere  than  the  one 
here  today.  Fortunately  this  is  not  the  case,  nor,  as 
far  as  I know,  is  it  an  immediate  issue  for  any  of 
our  other  voluntary  hospitals.  Asa  result,  we  have 
an  opportunity  to  discuss  the  merits  and  draw- 
backs of  this  type  of  hospital  ownership  and  to 
rellect  on  how  we  should  respond  if  and  when  a 
serious  proposal  emerges. 

Proprietary  hospitals  are  not  new.  What  is  com- 
paratively recent  is  the  rapidly-expanding 
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national  and  international  chains  of  hospitals,  the 
best  known  of  which  is  the  Hospital  Corporation 
of  America,  a Nashville-based  concern.  It  has 
grown  rapidly  over  the  past  15  years  and  current- 
ly owns  more  than  370  hospitals  with  53,000  beds. 
Its  annual  revenues  are  more  than  $3  billion, 
three  times  the  budget  of  the  State  of  Rhode 
Island.  Wall  Street  has  looked  with  great  favor  on 
its  stock.  This  corporation  and  similar  organiza- 
tions convey  the  message  that  they  can  provide 
the  good  old  American  know-how,  the  manage- 
rial expertise,  and  the  entrepreneurial  zeal 
needed  to  cope  with  the  health  care  crisis.  They 
will  not  only  save  taxpayers  money  through  effi- 
cient management,  but  they  will  become  tax- 
payers themselves.  In  the  process  excellent  care 
will  be  provided  and  access  to  capital  funds  will  be 
assured  when  needed. 

If  these  claims  are  true,  why  do  many  com- 
munities find  the  prospect  of  proprietary  hospi- 
tal ownership  an  unsettling  phenomenon?  Doc- 
tor David  Rogers,  President  of  the  Robert  Wood 
Johnson  Foundation,  cited  one  reason  for  this 
discomfort  in  a recent  interview:  “I  still  have 
great  personal  difficulty  in  thinking  about  health 
care  services  as  commodities  to  be  sold  for  profit 
...  I am  upset  in  contemplating  a system  of  medi- 
cine which  becomes  an  indistinguishable  part  of  a 
for-profit  society.”^  The  best  practice  of  medicine 
transcends  the  “bottom  line”  orientation  of  the 
for-profit  sector.  Moreover,  first-rate  care  is  pro- 
vided in  many  instances  when  clearly  no  profit 
can  be  made.  The  difference  between  the  two 
modes  of  operation  is  also  reflected  in  the  titles 
conferred  on  board  members.  The  trustees  of 
voluntary  hospitals  not  only  are  responsible  for 
the  financial  integrity  of  the  institution,  but  also 
must  assure  the  public  of  needed  institutional 
services.  The  directors  of  for-profit  hospitals,  on 
the  other  hand,  must  protect  the  equity  of  their 
stockholders.  Of  course,  the  interests  of  stock- 
holders usually  depend  upon  creditable  service  in 
order  to  sustain  financial  performance.  This  sub- 
tle but  important  distinction  in  governing  per- 
spective is  not  to  be  dismissed  or  cast  aside  lightly. 

I want  to  be  perfectly  clear  that  I highly  regard 
the  entrepreneurial  spirit,  and  have  great  respect 
for  a hefty  bottom  line.  But  that  spirit  should 
reside  with  IBM,  General  Motors,  General  Elec- 
tric, and  our  many  other  fine  businesses,  and  not 
with  our  hospitals. 

McLean  Hospital 

One  of  the  most  celebrated  controversies  regard- 
ing the  for-profit  issue  occurred  last  year  when 


the  Board  of  Trustees  of  Massachusetts  General 
Hospital  (MGH)  proposed  selling  McLean  Hos- 
pital to  the  Hospital  Corporation  of  America. 
McLean  Hospital,  as  part  of  the  MGH  trus- 
teeship, is  a respected  psychiatric  teaching  hospi- 
tal of  Harvard  Medical  School.  The  issue  was 
hotly  debated.  Ultimately,  pressure  from  the 
public  and  professionals  convinced  the  MGH 
trustees  to  discontinue  the  plan.  While  Lrancis 
Burr,  Chairman  of  the  MGH  trustees,  attempted 
to  convince  the  doubters  that  all  necessary  safe- 
guards for  protecting  academic  freedom  and 
assuring  quality  care  could  be  incorporated  into 
an  agreement,  his  own  ambivalence  about  the 
for-profit  sector  is  expressed  in  one  of  his  apolo- 
gias: “It  also  was  important  that  the  purchaser 
wanted  to  buy  the  McLean  Hospital  for  the  right 
reason,  ie,  not  to  make  money  out  of  it,  but  to 
enhance  the  reputation  of  the  company  by  pre- 
serving the  quality  of  patient  care,  teaching,  and 
the  ‘academicity’  of  the  institution.”^  How  ironic 
that  the  company  should  suppress  its  profit  mo- 
tive in  Boston.  I also  wonder  at  the  reaction  of  the 
professional  staff  to  being  a potential  “loss  lead- 
er” for  the  corporate  empire. 

At  the  same  time  in  Portsmouth,  New  Hamp- 
shire another  scenario  w^as  occurring,  this  time 
with  HCA  consummating  an  agreement  to  buy 
the  principal  community  hospital,  long  under  the 
stewardship  of  a voluntary  board  of  trustees. 
Many  regretted  the  decision  of  the  trustees,  and 
concern  was  expressed  that  control  would  be 
abrogated  to  HCA  headquarters  in  Nashville.  An 
HCA  official  tried  to  assuage  this  concern, 
according  to  the  Boston  Globe,  by  claiming  that 
“the  fear  of  losing  local  control  should  not  be  an 
issue  because  management  is  decentralized  . . . 
the  hospital  will  have  a nine-member  advisory 
board,  eight  of  them  from  the  local  community.”^ 
This  is  soft  soap  for  a tough  reality,  and  an  issue 
of  paramount  concern.  What  HCA  brought  to 
Portsmouth,  and  what  it  would  have  brought  to 
Boston,  is  money,  plenty  of  it.  The  corporation 
plans  to  invest  $52  million  in  the  Portsmouth 
facility.  At  McLean  it  agreed  to  spend  $35  million 
on  a major  construction  project  and  an  additional 
$6.25  million  to  fund  five  Harvard  profes- 
sorships. The  only  attraction  of  HCA  was  ready 
access  to  capital,  either  through  its  own  surplus  or 
inexpensive  loans.  Burr  describes  the  withering 
capital  needs  at  MGH,  currently  estimated  to  be 
$200  million,  the  increasing  competition  for  phi- 
lanthropic support,  and  third-party  reimburse- 
ment policies,  all  of  which  prevent  deriving  an 
operating  surplus  to  be  used  for  capital  develop- 
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ment.  It  also  has  been  emphasized  that  access  to 
low-cost,  tax-exempt  bonds  is  neither  as  easy  or  as 
inexpensive  as  it  once  was.  Finally,  new  federal 
reimbursement  policies  no  longer  will  recognize 
interest  and  depreciation  expenses  for  most  hos- 
pitals. While  a federal  policy  on  capital  reim- 
bursement is  under  development,  there  is 
mounting  concern  that  many  hospitals  will  have 
trouble  managing  capital  costs  and  gaining  access 
to  capital  markets. 

Need  for  Capital  a Paramount  Issue 

In  a recent  New  England  Journal  of  Medicine  paper, 
Michael  Bromberg,  Executive  Director  of  the 
Federation  of  American  Hospitals,  which  repre- 
sents proprietary  hospitals,  sees  capital  formation 
as  the  principal  raison  d’etre  for  their  existence.  He 
states,  “The  final  point  is  really  the  crux  of  the 
issue.  What  value  are  we  to  our  communities? 
Quite  simply,  we  are  providing  capital  as  well  as 
services  that  have  become  absolutely  necessary  to 
more  and  more  communities  ...  it  is  estimated 
that  by  1990  the  unmet  capital  needs  of  the  hos- 
pital industry  will  approach  $54  billion.  Some 
200,000  beds  will  have  to  be  replaced,  and  8,000 
new  ones  built ...  if  the  investor  is  granted  a fair 
return  for  his  or  her  investment,  the  money  will 
be  there.  If  not,  it  won’t. 

Can  Rhode  Island  Resist? 

Will  our  state  face  similar  problems  in  capital 
formation,  and  will  some  of  our  institutions  re- 
sort to  the  for-profit  equity  markets?  Obviously, 
many  of  the  same  forces  are  creating  pressures 
here  as  in  other  regions,  but  I really  do  not  have  a 
clear  perception  of  how  the  future  will  unfold. 
The  health  department  has  produced  some  in- 
teresting data  on  capital  values  and  projected 
spending.  The  book  value  of  the  land,  buildings. 


and  equipment  used  by  voluntary  hospitals  in 
1982  was  $335  million.  While  this  was  the  amount 
of  money  actually  spent  to  build  and  purchase 
these  assets,  it  would  take  approximately  $743 
million  to  replace  them  today.  A consultant  from 
the  US  Department  of  Health  and  Human  Ser- 
vices has  estimated  that  Rhode  Island  hospitals 
could  spend  $475  million  in  this  decade.  Between 
1980  and  1983,  some  $78.4  million  were  spent  on 
capital  expenditures  in  the  state.  We  will  get  a 
further  idea  of  how  much  and  how  fast  to  spend 
through  the  planning  and  certificate-of-need 
mechanisms. 

As  we  proceed  through  this  decade  and  into 
the  next,  I suspect  that  the  primary  concern  will 
not  be  a capital  cap,  but  will  become  the  procure- 
ment of  money  to  reach  the  total  limitation, 
assuming  that  some  cap  becomes  law.  It  should  be 
clear  from  these  remarks  that  I strongly  favor  a 
vigorous  voluntary  sector  and  would  greatly  re- 
gret the  intrusion  of  the  for-profit  chains.  We, 
like  others,  however,  may  come  to  need  them  for 
providing  the  necessary  renovation  of  outdated 
plants  and  equipment  and  for  accommodating 
new  technology.  If  you  feel  as  I do  about  the  value 
of  our  trusteeships,  a value  which  money  literally 
cannot  buy,  we  should  begin  to  search  for  new 
and  innovative  ways  of  generating  capital. 
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There’s  more  to 
Portable  X-Ray  Service 
than  X-Rays. 

Yes,  our  main  business  is  to  provide  you  with  fast, 
efficient,  diagnostic  X-Ray  services,  but  we  have 
much  more  to  offer  . . . including  a staff  of 
people  who  really  care. 

• Diagnostic  X-Ray  Services  • Same  day  reporting 

• EKG  • 24  hour  service 

• Holter-Monitoring*  • Seven  days  a week 
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We  service  the  entire  Greater  Rhode  Island  area: 

• Nursing  and  Convalescent  Homes  • Shut-ins  and  Private  Home  Patients 
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PORTABLE  X-RAT  SERVICE 
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provided  by  Medicare,  R.l.  Blue  Shield  and  Medical  Assistance. 
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SPECIAL  REPORT 


New  Perspectives  Concerning  Do-Not-Resuscitate  Orders 


Thomas  D.  Gidley,  LLB 
Dennis  A.  Robbins,  PhD,  MPH 


Technological  advances  which  prolong  life  fre- 
quendy  present  physicians  with  difficult  medical, 
legal,  and  ethical  decisions.  Rhode  Island  has  no 
statute,  regulation,  or  judicial  decision  to  guide 
those  who  are  faced  with  such  cases.  The  legal 
validity  of  decisions  in  these  situations,  as  well  as 
of  hospital  protocols  dictating  the  process  for 
such  decisions  is  subject  to  question  in  Rhode 
Island.  Judicial  decisions  in  other  states  in  the 
Quinlan,'  Saikewicz,^  Dinnerstein,^  Spring,"^  and 
“Brother  Fox”^  cases,  all  of  which  have  received 
national  attention,  offer  an  interesting  blend  of 
discussions  of  irreversibility,  prognosis,  patient 
intent,  substituted  judgment,  self-determination, 
and  medical  ethics.  These  cases,  however,  are  not 
uniform  in  their  approach  to  the  problem. 
Moreover,  because  none  is  a Rhode  Island  situa- 
tion, they  offer  no  assistance  to  practitioners 
faced  with  deciding  how  to  deal  with  a terminally- 
ill  patient. 

Two  very  recent  court  cases  in  New  Jersey  and 
California  have  raised  issues  which  were  not  pre- 
viously considered  by  the  courts,  further  confus- 
ing the  problem.  These  cases  involve  the  question 
of  removal  of  artificial  feeding  supports.  The 


Thomas  D.  Gidley,  LLB,  is  a partner  in  the  legal  firm, 
Hinckley  isf  Allen,  Providence,  Rhode  Island,  and 
serves  as  Chairman  of  the  Rhode  Island  Bar  Association 
(RIBA)  Medical  Legal  Committee.  At  the  time  of  this 
writing,  he  also  chaired  the  Joint  RIBA! Rhode  Island 
Medical  Society  Legal  Committee. 

Dennis  A.  Robbins,  PhD,  MPH,  is  Director,  Graduate 
Program  in  Health  Services  Administration,  Salve 
Regina  College,  Newport,  Rhode  Island. 


New  Jersey  case.  In  re  Conroy,^  decided  by  the 
Appellate  Division  of  the  New  Jersey  Superior 
Court  in  July  1983,  involved  Claire  Conroy,  an 
84-year-old  nursing  home  resident.  She  suffered 
from  severe  organic  brain  syndrome,  but  was  not 
comatose  or  in  a vegetative  state.  She  did  not  meet 
the  criteria  for  brain  death.  She  was  nourished  by 
means  of  a nasogastric  tube.  In  light  of  her  hope- 
less prognosis,  her  guardian  sought  judicial  per- 
mission to  have  the  nasogastric  tube  removed  to 
assure  her  death. 

The  trial  judge,  despite  what  he  characterized 
as  “misgivings,”  authorized  removal  of  the  naso- 
gastric tube.^  The  patient’s  guardian  ad  litem  then 
appealed  to  the  Appellate  Division  of  the  New 
Jersey  Superior  Court.  The  appellate  court  re- 
versed the  lower  court  decision,  reasoning  that, 
because  Mrs.  Conroy  did  not  meet  the  criteria  for 
brain  death,  was  not  comatose,  and  was  not  facing 
imminent  death,  the  removal  of  feeding  supports 
could  not  be  sanctioned.  The  appellate  court  felt 
that  withdrawal  of  nourishment  constituted  “ac- 
tive euthanasia.” 

The  issues  addressed  by  Conroy  involve  an  act 
or  mechanism  which  assures  that  death  will  occur 
when  life  supports  are  removed.  Prior  decisions 
had  not  dealt  with  removal  of  nourishment  or 
with  the  question  of  whether  continuation  of 
nourishment  constituted  a totally  medical  deci- 
sion as  distinguished  from  a partially  legal  one. 

The  second  recent  case,  adjudicated  only  three 
months  after  Conroy,  was  Barber  v Superior  Court  of 
the  State  of  California.^  Fhe  factual  setting  facing 
the  physicians  was  similar  to  that  in  Conroy.  Clar- 
ence Herbert,  like  Mrs.  Conroy,  was  incompetent 
but  did  not  meet  the  criteria  for  brain  death.  He 
also  depended  on  artificial  feeding  supports.  Un- 
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like  her,  however,  he  was  in  a deeply  comatose 
state.  In  Barber,  two  physicians,  pursuant  to  a 
written  request  signed  hy  Mr.  Herbert’s  family 
stating  that  they  wanted  “all  machines  off  that  are 
sustaining  life,”  caused  his  respirator  and  other 
life-sustaining  equipment  to  be  removed.  He  con- 
tinued to  breathe,  but  did  not  improve.  Two  days 
later  the  physicians,  after  consulting  with  the 
family,  ordered  the  removal  of  the  intravenous 
tubes  providing  hydration  and  nourishment. 
The  patient  died,  and  the  physicians  were 
charged  with  murder  and  conspiracy  to  murder. 
Although  the  New  Jersey  court  had  determined 
three  months  earlier  that  hastening  death 
through  the  removal  of  feeding  apparatus  was 
“active  euthanasia,”  the  California  Court  of 
Appeal  perceived  such  conduct  as  an  “omission” 
rather  than  as  an  affirmative  act.  The  California 
court  indicated  that  physicians  have  no  duty  to 
continue  treatment,  even  life-sustaining  treat- 
ment, when  they  deem  it  to  be  useless,  futile,  or 
ineffective.  The  court  terminated  the  prosecu- 
tion. 

The  views  taken  by  these  two  courts  concerning 
the  legality  of  removal  of  artificial  feeding  sup- 
ports are  irreconcilable.  They  generate  substan- 
tial ambiguity  as  to  the  duty,  if  any,  to  continue 
treatment  in  essentially  hopeless  cases.  These  two 
cases  underscore  the  urgent  need  to  answer  ques- 
tions surrounding  the  legal  propriety  of  do-not- 


resuscitate  (DNR)  procedures  in  Rhode  Island. 
Statewide  procedures  must  be  established  to 
minimize  uncertainty  in  this  domain. 

These  types  of  situations  often  place  the  physi- 
cian at  odds  with  the  patient.  What  lies  in  the  best 
interests  of  the  patient,  or  is  in  accordance  with 
the  patient’s  wishes,  can  often  be  clouded  by  the 
physician’s  concerns  about  potential  civil  or  crim- 
inal liability,  or  both.  These  situations  must  be 
free  of  the  agony  and  frustration  spawned  by 
legal  uncertainty  and  fear  of  potential  conse- 
quences. Firm  guiding  principles  which  are  com- 
patible and  consistent  with  good  medical  practice 
must  be  devised. 
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There  must  be  a good  reason. 
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and  dedicated  to  supplying  exacUy  "what  the 
doctor  ordered We've  been  doing  it  dependably 
for  many  years. 

That's  how  we've  earned  the  trust  of  so  many 
doctors. 
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YOUR  TICKET 
TO  RlOE 
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we  honestly  feel 

are  the  lowest  in  the  area. 
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R.I.  MEDICAL  BUREAU,  INC. 


We  offer  to  our  subscribers  accuracy, 
experienced  personnel,  courtesy,  exclusive 
service  to  the  Rhode  Island  medical  community, 
one  basic  monthly  charge,  and  prompt  response 

NO  UNION,  NO  COMPUTER  DOWNTIME, 

AND  NO  RECORDINGS 


For  further  information,  please  call  Hazel  Kraus 
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HAVE  YOU  HEARD? 


Professional  INSTALLMENT  LOANS 
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«90i°000 
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Qualified  Temporary  Medical 
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Secretaries  Receptionists 

3rd  party  billing  clerks 

Permanent  Placement  Service 
available 

For  more  information,  please  call: 

MED-TEMPS,  INC. 
401/738-3024 


Regional  domestic  violence  centers  should  be 
established  to  improve  care  for  victims  of  rape, 
spouse  abuse,  child  abuse,  and  other  forms  of 
domestic  violence,  according  to  an  editorial  in  the 
August  1984  issue  of  Annals  of  Emergency  Medi- 
cine. The  editorial  recommends  that  these  centers 
be  designed  to  train  local  health  care  providers  to 
recognize  and  treat  victims  of  domestic  violence, 
to  establish  protocols  which  enable  the  legal  sys- 
tem to  deal  more  effectively  with  the  assailant,  to 
provide  consultation  to  local  health  care  provid- 
ers, and  to  serve  as  referral  sites  for  the  evalua- 
tion and  treatment  of  complex  cases.  A multi- 
disciplinary approach,  involving  “representatives 
from  emergency  medicine,  pediatrics,  gynecolo- 
gy, geriatrics,  social  work,  psychology,  psychiatry, 
the  legal  profession,  and  child  protective  ser- 
vices,” is  necessary,  the  editorial  advocates. 

It  has  been  estimated  that  200,000  to  500,000 
sexual  assaults  of  female  children  occur  each 
year.  The  incidence  of  spouse  abuse  and  elder 
abuse  also  has  shown  a dramatic  increase  in  re- 
cent years. 

• • • 


The  increased  popularity  of  cultured  (yoghurt) 
and  culture-containing  (unfermented  acidoph- 
ilus milk)  dairy  foods  within  the  past  twenty  years 
may  be  explained  in  part  by  their  “healthy”  im- 
age, according  to  the  National  Dairy  Council. 

The  nutritional  and  therapeutic  value  of  these 
foods,  however,  varies  considerably  because  of 
such  factors  as  the  type  and  strain  of  lactic  starter 
organisms  and  differing  fermentation  and  stor- 
age conditions.  As  a result,  objective  data  are 
highly  variable,  often  conflicting,  and  difficult  to 
interpret.  Moreover,  the  Council  warns,  because 
most  of  these  studies  have  been  in  vitro  or  have 
involved  experimental  animals,  their  results  fre- 
quently are  not  applicable  to  human  beings. 

In  nutritional  terms,  the  fermentation  of  milk 
results  in  the  partial  hydrolysis  of  protein,  car- 
bohydrate (lactose),  and,  to  a lesser  extent,  fat. 

This  is  believed  to  result  in  a food  with  improved  j 

digestibility  and  possibly  better  growth  rate  and  j 

feed  efficiency,  at  least  in  laboratory  animals.  1 

When  compared  to  milk,  the  concentration  of  i 

most  vitamins  in  fermented  dairy  foods  is  stable 
or  decreased,  while  folic  acid  generally  is  in- 
creased. The  mineral  content  of  milk  is  un- 
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changed  by  fermentation,  although  the  utiliza- 
tion of  some  minerals  such  as  calcium  may  be 
improved. 

It  has  been  claimed  that  cultured  dairy  foods 
are  beneficial  for  persons  with  lactose  intolerance 
and  other  gastrointestinal  disorders,  to  lower 
blood  cholesterol  levels,  and  to  protect  against 
colon  cancer.  There  is  some  evidence  that 
yoghurt,  but  not  unfermented  acidophilus  milk, 
is  well  tolerated  by  lactose  deficient  persons.  This 
has  been  attributed  to  the  reduced  lactose  content 
of  yoghurt  and  its  bacterial  lactose  activity.  The 
evidence  is  less  clear,  according  to  the  Council, 
concerning  the  ability  of  fermented  dairy  foods 
to  inhibit  pathogenic  and  food  spoilage  organ- 
isms in  the  intestine  which  cause  digestive  prob- 
lems. Similarly,  additional  studies  are  needed  to 
substantiate  the  alleged  hypocholesterolemic  and 
anticarcinogenic  effects  of  these  products. 

• • • 

While  as  many  as  40  per  cent  of  American  adults 
take  vitamin  supplements  on  a regular  basis, 
some  nutrition  authorities  have  questioned 
whether  their  use  is  justified,  since  the  food  sup- 
ply provides  all  essential  nutrients.  According  to 
Vitamin  Issues,  a new  publication  of  the  Vitamin 
Nutrition  Information  Service,  several  groups  of 
persons  may  be  especially  at  risk  for  vitamin  de- 
ficiencies. These  include: 

Women:  Marginal  consumption  of  vitamin  A,  vita- 
min B6,  vitamin  C,  calcium,  iron,  and  magnesium 
have  been  found  among  substantial  numbers  of 
American  women. 

Adolescents:  According  to  a 1977-1978  survey  con- 
ducted by  the  US  Department  of  Agriculture,  the 
diets  of  adolescent  girls  who  consumed  less  than 
70  per  cent  of  their  energy  requirements  met  the 
recommended  dietary  allowance  (RDA)  for  only 
one  of  the  12  nutrients  studied.  It  has  been  sug- 
gested that  micronutrient  deficiencies  may  result 
from  habitual  dieting  for  weight  control  among 
female  teenagers.  While  adolescent  males  gener- 
ally averaged  higher  caloric  intakes,  several  prob- 
lem nutrients,  especially  iron,  magnesium,  and 
vitamin  C,  were  identified  among  20  to  40  per 
cent  of  the  teenage  boys  studied. 

Elderly:  Problem  nutrients  found  in  recent  studies 
include  calcium,  vitamin  B6,  thiamin,  riboflavin, 
and  niacin.  Moreover,  deficiencies  in  vitamin  C 
were  found  in  elderly  men  and  in  low-income 
groups. 

Infants  and  children:  With  the  exception  of  iron, 
vitamin  C,  and  vitamin  A,  most  infants  and  chil- 
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PROFESSIONAL  OFFICE 
SUITES  AVAILABLE 


The  Hindle  Memorial  Building 
655  Broad  Street 
Providence,  Rhode  Island  02907 

Modem  completely  air-conditioned  building;  conven- 
ient to  St.  Joseph  Hospital;  elevator  and  full  mainte- 
nance; ample,  secure  off-street  parking;  easy  access  to 
1-95  and  1-195;  on  site  medical  laboratory;  BC/BS 
provider  network  system  computer. 

Immediate  occupancy 

For  further  information,  please  call: 

401/331-3357 
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Do  You  Know  an 
Impaired  Physician? 

Treatment  of  physicians  for  alcohol  addiction 
shows  a favorable  outcome  in  83  per  cent  of 
cases,  and  treatment  of  physicians  for  drug  addic- 
tion has  a 95  per  cent  success  rate.  More  than  70 
per  cent  of  the  physicians  entering  treatment  re- 
turn to  the  active  practice  of  medicine. 

The  Rhode  Island  Medical  Society  Committee  on 
Impaired  Physicians,  chaired  by  Dr  Herbert  Raka- 
tansky,  meets  monthly.  It  is  a standing  committee 
of  the  Society  charged  with  “helping  physicians 
whose  professional  judgments  and  capabilities 
are  impaired  by  their  difficulties  with  chemical  de- 
pendency or  other  illnesses." 

The  Committee  handles  inquiries  in  complete  con- 
fidence. If  you  know  of  a physician  who  needs  an 
advocate  and  support  in  obtaining  necessary 
treatment,  please  call  or  write  Dr  Rakatansky  c/o 
The  Committee  on  Impaired  Physicians,  Rhode 
Island  Medical  Society,  106  Francis  Street,  Provi- 
dence 02903  (401/331-3207). 


dren  receive  adequate  amounts  of  micronu- 
trients. 

Low-income  groups:  While  surveys  conducted  by 
the  US  Departments  of  Agriculture  and  Health 
and  Human  Services  have  shown  that  poor  die- 
tary patterns  generally  are  more  prevalent 
among  the  low-income  groups,  an  analysis  of 
food  stamp  households  has  revealed  that  de- 
ficiencies of  vitamin  C,  thiamin,  riboflavin,  and 
iron  present  special  problems. 

Writing  in  the  same  monograph.  Doctor  Wil- 
lard A.  Krehl,  Jefferson  Medical  College,  con- 
tends that  multivitamin  supplements  provide  a 
“simple,  economical,  and  highly  practical  way” 
for  most  persons  to  insure  that  they  receive  the 
essential  micronutrients.  According  to  Krehl,  it  is 
extremely  difficult  for  many  to  obtain  a sufficient 
supply  of  vitamins  through  their  food  supply  be- 
cause of  such  lifestyle  factors  as  the  sociological 
impact  of  working  women,  availability  of  con- 
venience foods,  and  the  prevalence  of  snacking. 
In  1982,  an  estimated  55  per  cent  of  all  children 
under  the  age  of  18  years  had  mothers  who 
worked  outside  the  household.  Moreover,  the  in- 
crease of  single-parent  households,  especially 
those  headed  by  women,  has  resulted  in  a “trans- 
formation of  the  American  diet”  with  additional 
emphasis  on  convenience  foods. 

Doctor  Alfred  E.  Harper,  Professor  of  Bio- 
chemistry and  Nutritional  Sciences,  University  of 
Wisconsin  at  Madison,  however,  advocates  the 
opposing  viewpoint  that  vitamin  supplements  are 
unnecessary.  He  claims  that  the  recommended 
daily  allowances  (RDA)  may  be  too  high  for  some 
persons.  As  a principal  participant  in  the  de- 
velopment for  the  RDAs,  he  says  that  they  were 
intended  for  use  only  as  guidelines  and  that  “us- 
ing the  RDA  as  an  inviolate  standard  is  like  setting 
the  standard  for  height  at  7 feet  and  assuming 
that  all  those  under  7 feet  have  suffered  growth 
retardation.”  Instead,  Doctor  Harper  contends, 
the  only  way  of  ensuring  lifelong  nutritional 
health  is  through  moderating  lifestyle  factors, 
such  as  diet  and  exercise. 

• • • 

Legislation  has  been  proposed  which  would 
establish  a National  Center  for  Research  Ac- 
countability for  the  purpose  of  conducting  a full- 
text  literature  search  prior  to  the  funding  of  any 
grant  proposal  involving  the  use  of  live  animals. 
Sponsored  by  Rep  Robert  G.  Torricelli  (D,  NJ), 
the  “Information  Dissemination  and  Research 
Accountability  Act”  would  require  that  all  grant 


J 


558 


Rhode  Island  Medical  Journal 


proposals  under  consideration  by  any  federal 
agency  be  forwarded  to  the  new  center  for  re- 
view. To  be  located  at  the  National  Library  of 
Medicine,  the  center  would  employ  20  full-time 
experts  in  the  biomedical  information  sciences 
with  each  expert  to  be  a Presidential  appointee.  If 
the  center  determines  that  the  grant  proposal 
under  review  is  essentially  duplicative  of  other 
research  already  completed  or  in  process,  it 
would  be  empowered  to  void  any  funding  of  the 
project.  According  to  the  April  1984  issue  of  the 
Bulletin  of  the  National  Society  for  Medical  Re- 
search, the  bill’s  sponsor  maintains  that 
“thousands  of  animals  are  needlessly  being  sub- 
jected to  redundant  and  duplicative  laboratory 
experiments  each  year.” 

• • • 

Estrogen  replacement  to  prevent  osteoporosis,  a 
use  of  the  hormone  recently  approved  by  the  US 
Food  and  Drug  Administration,  is  most  effective 
when  administered  in  dosages  of  0.625  mg, 
according  to  a report  in  the  June  1984  issue  of 
Obstetrics  and  Gynecology.  Women  taking  higher 
doses  showed  no  additional  benefits,  while  those 
taking  less  than  0.625  mg  developed  thinner 
bones,  according  to  Doctors  R.  Lindsay,  D.  M. 
Hart,  and  D.  M.  Clark.  Of  108  women  who  had 
undergone  menopause  or  had  their  ovaries  re- 
moved, the  30  who  received  the  recommended 
dosage  daily  for  two  years  did  not  show  any  bone 
loss.  Women  who  received  a daily  dose  of  1 .25  mg 
did  not  appear  to  derive  any  additional  benefits 
from  the  added  estrogen.  Those  women  who  re- 
ceived a placebo  or  less  than  0.625  mg,  however, 
actually  lost  bone  over  the  two  years. 

The  estrogen  supplements,  the  researchers 
found,  also  affected  the  amount  of  calcium  re- 
tained by  the  women.  Those  patients  in  the  0.625 
and  1.25  mg  groups  had  high  levels  of  calcium 
retention  and  low  amounts  of  it  in  their  urine. 
With  a placebo  or  lower  estrogen  dose,  the 
amount  of  calcium  was  low  in  the  blood  but  high 
in  the  urine. 

• • • 

The  most  pressing  health  manpower  problem  in 
the  United  States  is  an  oversupply  of  physician 
specialists,  according  to  a recent  report  in  JAMA. 
In  a comparative  study  of  the  supply  and  dis- 
tribution of  physicians  in  Belgium,  West  Ger- 
many, the  Netherlands,  Great  Britain,  and  the 
United  States,  Doctor  Steven  A.  Schroeder,  Uni- 
versity of  California  Medical  School  at  San  Fran- 
cisco, analyzed  the  numbers  of  physicians  per 
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offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summery  Consult  the  pacluge  literature  for  prescribing 
informelion 

inOtcafiOAs  end  Usage  Ceclor*  icelaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  toilonvmg  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
lower  resDiratorv  infection^  including  pneumonia  caused  by 
Snepiococcus  pneummae  (Dipiococcus  pneumoniaei.  Haemoph 
ilus  influemae  and  S pyogenes  {group  A beia-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Conlreindicetion  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Aniibiot'cs  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - if  an  allergic  reaction  to 
Ceclor*  {cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg  pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsuscepiible  organisms  Careful  observation  of  the  patient  is 
essential  It  supennfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Cliniiest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad- spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0 20. 0 21 . and  0 16  mcg/ml  at  two. 
three,  lour,  and  live  hours  respectively  Trace  amounts  were 
delected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Atfversi  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  (he  above  skin  manifestations  accompanied 
by  arthritis/arthialgia  and.  frequently,  (ever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus' or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  ~ Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reponed  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  (or  the  physician 

Hepa//c- Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in4i)) 

Renal  ~ Slight  elevations  in  BUN  or  serum  creatinine  dess  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061762RI 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  (ever  See  prescribing  information 
e 1984.  ELI  LILLY  AND  COMPANY 
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10,000  population.  The  United  States  appears 
precisely  in  the  middle  of  the  five  countries  under 
consideration  with  19.1  per  10,000. 

Belgium  currently  has  24  physicians  per 
10,000  population,  followed  by  West  Germany, 
22.9;  the  United  States,  19.1;  the  Netherlands, 
19.0;  and  the  United  Kingdom,  16.2.  Moreover, 
the  concentration  of  physicians  in  each  country 
has  increased  substantially  since  1960.  Especially 
striking  are  the  increases  in  Belgium  and  West 
Germany,  which  by  1980  had  already  reached 
two  physicians  per  1,000  persons  and  were  pro- 
jected to  reach  three  per  1,000  by  1990. 

Specialty  distribution  among  the  nations, 
however,  was  markedly  higher  for  the  US,  with 
84  per  cent  of  all  physicians  designated  as  special- 
ists, compared  with  only  24  per  cent  for  Britain 
and  62  per  cent  for  Holland.  The  numbers  of 
physicians  pose  less  a problem  than  their  specialty 
distribution,  Schroeder  maintains.  While  the  US 
does  not  appear  to  have  a high  concentration  of 
physicians,  it  may  be  the  “most  vulnerable  of  the 
five  countries  to  increases  in  medical  care  costs 
associated  with  physicians,”  he  says,  pointing  out 
that  Americans  rely  heavily  on  specialists  for 
general  medical  care.  In  addition  to  a high  con- 
centration of  surgical  specialists,  the  US  has  high 
concentrations  of  psychiatrists,  neurologists, 
radiologists,  cardiologists,  and  gastroenterolo- 
gists. 

• • • 

A drug  now  used  to  treat  cardiac  disease  may  also 
prevent  cancer  from  metastasizing  in  laboratory 
animals,  according  to  researchers  at  Wayne  State 
University.  A two-year  study  has  shown  that  ne- 
fidipine  inhibited  formation  of  lung  tumors  by 
approximately  80  per  cent  in  mice  injected  with 
tumor  cells.  The  drug  may  represent  a new’ 
approach  for  cancer  therapy,  according  to  Doc- 
tor John  D.  Taylor,  Ghairman  of  the  University’s 
Department  of  Biological  Sciences.  Discussions 
currently  are  underway  concerning  clinical  test- 
ing of  nefidipine. 

• • • 

Patients  with  aneurysms  of  the  abdominal  aorta 
appear  to  be  at  increased  risk  of  developing  can- 
cer, according  to  a report  in  the  J uly  1 984  issue  of 
the  Archives  of  Surgery.  Researchers  from  the  \'ale 
University  School  of  Medicine  report  that  38  per 
cent  of  69  patients  with  aortic  aneurysms  were 
found  to  have  cancer  five  to  ten  years  af  ter  surgi- 
cal repair.  However,  only  13  per  cent  of  a control 
group  of  61  patients  who  had  surgery  for  ather- 
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osclerotic  occlusive  disease  developed  cancer 
within  the  same  period. 

The  Yale  researchers  postulate  that  tissue  cop- 
per levels  may  be  involved  with  the  development 
and  metastasis  of  cancer.  While  animal  studies 
have  demonstrated  a correlation  between  dis- 
turbances in  copper  metabolism  and  a propensity 
for  the  development  of  aneurysms,  preliminary 
clinical  analyses  also  have  suggested  a similar  link 
in  human  beings.  Copper  has  been  implicated  in 
the  functioning  of  the  immune  system.  Moreov- 
er, animal  studies  have  revealed  that  reduced 
white-cell  activity  also  is  associated  with 
aneurysms. 

The  Yale  study  also  suggested  that  the  muta- 
tion linked  to  the  development  of  aneurysms 
might  itself  be  carcinogenic.  “If  the  relationship 
between  aneurysmal  disease  and  oncogenesis 
suggested  by  the  present  data  can  be  confirmed 
in  more  comprehensive  studies,  it  is  possible  that 
the  association  may  reflect  disturbed  interactions 
between  matrix  proteins  and  epithelial  cells  of 
considerable  biologic  significance,”  the  report 
concludes. 


A synthetic  lipid  sphere  containing  the  natural 
serum  molecule  C-reactive  protein  may  prove 
useful  in  preventing  the  metastasis  of  cancer 
from  the  colon  to  the  liver,  according  to  a report 
recently  published  by  the  National  Society  for 
Medical  Research.  According  to  Doctor  Sharad 
D.  Deodhar,  Cleveland  Clinic  Foundation,  the 
encapsulated  protein  is  engulfed  by  macrophage 
cells,  which  become  activated  against  the  tumor 
cells.  Studies  with  laboratory  mice  in  which  colon 
cancer  was  induced  revealed  that  the  C-reactive 
protein  inhibited  the  ability  of  the  cancer  to 
spread  to  the  liver.  Scientists,  according  to  the 
same  report,  also  have  been  studying  the  use  of 
liposomes  in  controlling  other  metastases  in  ex- 
perimental animals.  These  synthetic  lipid  spheres 
are  hollow  and  can  be  used  to  deliver  various 
drugs  and  natural  biological  products  directly  to 
the  tumor  site. 

• • • 

Regulatory  agencies  in  both  the  United  States 
and  Britain  recently  reaffirmed  their  conclusions 
that  aspartame  may  be  consumed  safely.  The  US 
Food  and  Drug  Administration  (FDA)  has  denied 
requests  for  a hearing  on  the  safety  issues  related 
to  aspartame.  In  a 59-page  opinion  published  in 
the  Federal  Register,  the  agency  noted  that  critics 
of  the  substance  had  not  presented  any  unre- 
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solved  safety  questions  in  their  petition  for  a pub- 
lic hearing.  Moreover,  the  FDA  said  that  the 
“hearing  requests  . . . either  do  not  present  suffi- 
cient credible  evidence  to  warrant  a hearing,  or, 
where  credible  evidence  is  presented,  even  if 
true,  it  does  not  raise  a material  question  of  fact.” 
The  objections  to  aspartame  primarily  concerned 
the  potential  adverse  effects  of  methyl  alcohol,  as 
well  as  other  breakdown  products  of  aspartame, 
and  the  alleged  behavioral  reactions  and  other 
side  effects  of  aspartame  consumption. 

In  the  United  Kingdom,  regulations  allowing 
the  use  of  aspartame  in  food  and  beverages  be- 
came effective  in  September  1983.  Approval  of 
the  regulations  came  after  an  extensive  review  of 
the  research  on  aspartame  by  a committee  of 
independent  experts  which  advises  the  British 
government  on  potential  health  hazards. 

• • • 

Many  sun  worshippers  refuse  to  use  sunscreens 
even  when  they  are  informed  of  the  hazards  of 
solar  exposure  and  of  the  benefits  provided  by 
sunscreens,  according  to  a new  study  reported  in 
the  June  Archives  of  Dermatology.  Research- 
ers from  the  Pennsylvania  State  University  Col- 
lege of  Medicine  in  Hershey  surveyed  489  pa- 
tients during  the  summer  months.  While  71  per 
cent  of  the  respondents  reported  sunbathing  at 
least  one  hour  per  week,  only  41  per  cent  used 
sunscreens,  typically  in  the  belief  that  they  would 
promote  tanning.  The  subjects  were  given  sam- 
ples of  appropriate  sunscreens  and  informational 
pamphlets.  Some  340  patients  were  telephoned 
four  weeks  later  for  follow-up  evaluation. 
Although  virtually  all  demonstrated  better 
knowledge  of  the  risks  of  excessive  exposure, 
none  of  them  had  used  the  sunscreens.  The  re- 
searchers note  the  difficulty  of  changing  be- 
havior because  of  the  widespread  societal  belief 
that  a tan  is  healthier. 

• • • 

Children  are  more  likely  to  have  headaches  that 
occur  on  weekdays  and  are  briefer  than 
headaches  affecting  adults,  according  to  a report 
in  the  July  1984  issue  of  Archives  of  Neurology. 
Researchers  from  the  Harvard  Medical  School 
developed  a computerized  headache  interview 
program  that  was  completed  by  255  children, 
adolescents,  and  adults.  It  was  found  that  the 
frequency  of  headaches  did  not  vary  with  age, 
and  seasonal  variations  were  not  prominent  in 
any  age  group.  gi 
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black  and  white  glossy  photographs  should  be  submitted,  and 
such  illustrations  numbered  consecutively  and  their  positions 
indicated  in  text.  Original  magnifications  should  be  noted. 
Illustrations  defaced  ^ handwriting  or  excessive  handling 
will  not  be  accepted.  The  figure  number,  indication  of  the 
top,  and  the  name  of  the  author  must  be  attached  to  the  back 
of  each  illustration.  Legends  for  illustrations  should  be  type- 
written in  a single  list,  with  the  numbers  corresponding  to 
those  on  photographs  and  drawings.  Recognizable  photo- 
graphs of  patients  are  to  be  masked  and  must  carry  with  them 
written  permission  for  publication. 

Special  arrangements  must  be  made  with  the  editors  for 
excessive  illustrations.  Color  plates  are  not  acceptable. 

Reprints:  Because  of  cost  considerations,  reprints  are  not  pro- 
vided routinely  to  the  author(s).  Reprints  may  be  ordered 
separately  (100  copies  minimum  order)  and  printing  costs 
will  be  charged  to  the  author(s). 

Responsibility:  Manuscripts  are  subject  to  editorial  revisions  as 
deemed  necessary  by  the  editors  and  such  modifications  as  to 
bring  them  into  conformity  with  Journal  style.  However, 
neither  the  editors,  nor  the  publishers,  nor  the  Rhode  Island 
Medical  Society  will  accept  responsibility  for  statements  made 
or  opinions  expressed  by  any  contributor  in  any  article  or 
feature  published  in  the  pages  of  the  Journal. 

Permission:  When  material  is  reproduced  from  other  sources, 
full  credit  must  be  given  to  botn  the  author  and  publisher  of 
these  sources.  Where  work  is  reported  from  a governmental 
service  or  institution,  clearance  by  the  appropriate  authority 
must  accompany  the  manuscript. 

References:  References  should  be  limited  to  those  citations 
noted  in  the  text.  The  references  must  be  typed  double- 
spaced and  numbered  as  they  appear  consecutively  in  the 
text,  with  their  positions  clearly  indicated  in  the  text.  All 
references  must  be  checked  to  assure  complete  accuracy. 
Each  Journal  reference  must  include  the  full  name  of  the 
author(s);  complete  title  of  paper;  name  of  publication; 
volume  number;  issue  number;  first  and  last  page  of  paper; 
and  date  (year,  month,  and  day  as  indicated).  Each  book 
reference  must  include  the  full  name  of  author(s),  editor(s), 
or  both,  with  initials;  title  of  book;  edition;  publisher;  loca- 
tion; year  of  publication,  volume  (if  given);  and  page  num- 
ber. If  the  reference  is  to  a chapter  within  a book,  the  author 
of  the  chapter,  if  different  than  the  author  of  the  book,  and 
the  title  of  the  chapter  (if  any)  must  be  provided. 

It  is  rarely  desirable  to  include  a complete  review  of  the 
literature  in  the  references.  An  alphabetized  bibliography  is 
to  be  used  only  when  the  listing  is  of  books  suggested  for 
supplementary  reading. 
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PHYSICIAN  WANTED  TO  COVER  NIGHTS, 
WEEKENDS,  AND  HOLIDAYS 

INSTITUTE  OF  MENTAL  HEALTH 

A 420-bed  psychiatric  hospital  in  Cranston  is  seeking  a physician  who 
is  willing  to  work  during  off-hours  to  perform  admissions  of  psychiatric 
patients  and  respond  to  medical  and  psychiatric  emergencies.  The 
duties  are  similar  to  those  for  a house  medical  officer. 

The  physician  will  work  in  collaboration  with  a qualified  psychiatrist  on 
administrative  call. 

69  hours/month 

Salary:  $240/night  ($8,000-10,000  annual  income) 

Excellent  sleeping  quarters 

Call  the  Medical  Director  at  464-2458  (days)  or  942-8396  (nights) 


Home  X-Ray  service  of  R.I. 

595  Putnam  Pike  Greenville,  R.l.  02828 


PROVIDING  DIAGNOSTIC  X-RAY  & EKG 
SERVICES  TO: 


NURSING  HOME,  CONVALESCENT  & 
PRIVATE  HOME  CARE  PATIENTS 


24  Hour  Radiological  Interpretations 
by  Board  Certified  Radiologists 

7 Days  a Week 

CALL  949-1170 


“WE  CARE” 
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© United  Way  1984 


When  you  give  to  United 
N\hy,  your  money  works  for  you  at 
home.  It  goes  into  community  services 
for  the  elderly,  local  youth  programs  and 
foster  care. 

It  also  helps  you  run  blood 
banks  and  facilities  for  the  physically 
handicapped. 

In  fact,  your  donation  helps  provide  literally 
hundreds  of  services  that  make  life  a lot  better  for 
people  in  your  town. 

So  when  your  United  Way  volunteer  comes 
around,  be  generous.  Unlb®d  VWdy 

A better  community  is  in  your  hands. 
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Aftera  mticite, 

add  ISOFnN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients, as  well  astheir  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications;  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis) 
Treatment  is  usually  D C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1  7%), 
AV  block;  3rd  degree  (0.8%),  bradycardia;  HR<50/min  (1 .1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (18%), 
fatigue  (11%),  constipation  (6  3%),  nausea  (16%).  The  following 
reactions,  reported  in  less  than  0 5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain;  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

O.  KNOLL  PHARMACEUTICAL  COMPANY 

kno*  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NAia 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council. 


Motrin  reduces 

inflammation,  pain 

rice 


New  low  price...major  savings 

The  dramatic  reduction  In  the  price  of  Motrin  Tablets  means  substantial  savings 
from  now  on  for  your  patients  and  for  patients  all  across  the  country  for  whom  Motrin 

Tablets  are  prescribed. 

Motrin  is  priced  lower  than  Clinoril,  Feldene,  or  Naprosyn. 

The  price  of  Motrin  Tablets  to  pharmaoies  has  been  reduced  as  much  as  35%. 
Patients  taking  the  average  dosage  should  now  pay  less  for  therapy  with  Motrin  Tablets 
than  for  almost  any  other  nonsteroidal  anti-inflammatory  drug  you 
prescribe... less,  for  example,  than  for  Clinoril,  Feldene,  or  Naprosyn.  And,  of  course, 
all  strengths  of  Motrin  Tablets  continue  to  be  available  by  prescription  only. 

Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


TABLETS 

nng 


Good  medicine...good  value 


.Cl  1984  The  uptohn  Company 


The  Up)ohn  Company 


Upjohn 


Kalamazoo.  Michigan  49001 
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Motrin'  Tablets (ibuprofen) 

Contraindications:  Anaphylactoid  reactions  have  occurred  in  individuals  hypersensitive  to 
Motrin  Tablets  or  with  the  syndrome  of  nasal  polyps,  angioedema  and  bronchospastic  reactivity 
to  aspirin,  iodides,  or  other  nonsteroidal  anti-inflammatory  agents. 

Warnings:  Peptic  ulceration  and  Gl  bleeding,  sometimes  severe,  have  been  reported  Ulceration, 
perforation  and  bleeding  may  end  fatally.  An  association  has  not  been  established.  Use  Motrin 
Tablets  under  close  supervision  in  patients  with  a history  of  upper  gastrointestinal  tract  disease, 
after  consulting  ADVERSE  REACTIONS,  In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  try  nonulcerogenic  drugs,  such  as  gold.  If  Motrin  Tablets  are  used,  observe 
the  patient  closely  for  signs  of  ulcer  perforation  or  Gl  bleeding 
Chronic  studies  in  rats  and  monkeys  have  shown  mild  renal  toxicity  with  papillary  edema  and 
necrosis.  Renal  papillary  necrosis  has  rarely  been  shown  in  humans  treated  with  Motrin  Tablets 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have 
been  reported  If  these  develop,  discontinue  Motrin  Tablets  and  the  patient  should  have  an 
ophthalmologic  examination,  including  central  visual  fields  and  color  vision  testing. 

Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done, 

Motrin  Tablets  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  detects  and  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  skin  rash, 
weight  gam.  or  edema 

Patients  on  prolonged  corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin 
Tablets  are  added. 

The  antipyretic,  anti-inflammatory  activity  of  Motrin  Tablets  may  mask  inflammation  and  fever. 

As  with  other  nonsteroidal  anti-inflammatory  drugs,  borderline  elevations  of  liver  tests  may 
occur  in  up  to  15%  of  patients.  These  abnormalities  may  progress,  may  remain  essentially 
unchanged,  or  may  be  transient  with  continued  therapy  Meaningful  elevations  of  SGPT  or  SGOT 
(AST)  occurred  in  controlled  clinical  trials  in  less  than  1%  of  patients.  Severe  hepatic  reactions, 
including  laundice  and  cases  of  fatal  hepatitis,  have  been  reported  with  ibuprofen  as  with  other 
nonsteroidal  anti-inflammatory  drugs.  If  liver  disease  develops  or  if  systemic  manifestations 
occur  (e  g,  eosinophilia,  rash,  etc  ),  Motrin  should  be  discontinued. 

Drug  interactions.  Aspirin,  used  concomitantly  may  decrease  Motrin  blood  levels. 

Coumarin:  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients. 

Incidence  Greater  than  1%  (but  less  lhan  3%)— Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence)  Central  Nervous  System:  Dizziness*  headache,  nervousness.  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite.  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  P/e— Probable  Causal Relalionship** 

Gastrointestinal;  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena.  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests.  Central 
Nervous  System:  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme.  Stevens- Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS) Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations.  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting:  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS), 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis 
Incidence  less  than  P/o— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Coniunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (e.g,,  epistaxis.  menorrhagia);  Melabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia).  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome.  Henoch-Schonlein  vasculitis.  Renal;  Renal  papillary 
necrosis, 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  m 
less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  Probable  Causal  Relationship  (PCRf  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown"  if  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400.  or  600  mg  t.i.d.  or  q.i.d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  med  b 7-S 


DRINKING  & DRIVING 
CAN  KILL  A FRIENDSHIP 


A Public  Service  of  This  Publication 
©1984  The  Advertising  Council.  Inc. 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

dalmane;» 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^’'® 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAHE's 

flurozepom  HCI/Poche 
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OALMANE«  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
tenzed  by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  menial  alertness  {e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
lenng  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness.  Iight- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particuTariy  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g . excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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